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ABSTRACT 
The high rate of unintended pregnancy in racial/ethnic and socioeconomic status 
(SES) minority U.S. women may be partially explained by lack of cultural competence of 
nurse practitioners and certified nurse midwives (NP/CNMs). This survey-based, 
randomized factorial experiment explored 1) whether NP/CNMs’ contraceptive 
recommendations differ by patient race/ethnicity or SES, 2) whether NP/CNM cultural 
competence explains differences in contraceptive recommendations, and 3) provider 
characteristics relative to study variables. 
After viewing one of six videos depicting White, Black, or Hispanic patients of 
high/low SES, participants ranked their likelihood of recommending eight contraceptive 
methods, estimated the likelihood of patient method continuation, completed the Cultural 
Competence Assessment (CCA), which has two subscales: the Cultural Awareness and 
Sensitivity Scale (CAS), and the Culturally Competent Behaviors Scale (CCB),  the 
Marlowe-Crowne Social Desirability Scale – Form C (MCSDS – Form C), and a 
demographic questionnaire. Participants (N = 213) were most likely to recommend 
intrauterine contraceptives, least likely to recommend sterilization, and were confident in 
patient method continuation. Participants were highly culturally competent, with 




desirability response bias. Patient race/ethnicity and provider cultural competence did not 
explain any differences in contraceptive recommendations, but oral contraceptive pills 
were more likely to be recommended to high SES women (p = .005). There was no 
interaction effect of race/ethnicity with SES on contraceptive recommendations.  
Participant geographic location was significantly associated with higher CCA (p = .007) 
and CCB scores (p = .002). Northern providers scored higher on the CCA and the CAS 
subscale than Western providers (p = .013 and p = .003, respectively). Providers with 
bachelor’s degrees were significantly more likely to recommend against an IUC, while 
older providers were neutral. Younger providers were more likely to recommend against 
the implant and less confident in method continuation (p = .032). 
Participants were highly culturally competent, and patient race/ethnicity did not 
affect contraceptive recommendations. The finding that socioeconomic status may 
influence provider contraceptive recommendations is significant, particularly since 
insurance coverage often eludes U.S. women most in need. 
 
The form and content of this abstract are approved. I recommend its publication. 
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Problem Statement  
 There is a high and disparate rate of unintended pregnancy in the U.S. 
racial/ethnic minority population. Nurse practitioners and certified nurse midwives 
(NP/CNMs) provide a large proportion of reproductive healthcare services for women, 
regularly engage in contraceptive counseling, and recommend contraceptive methods 
based on discussions with their patients. To date, there is very little evidence to support 
that NP/CNMs possess adequate cultural competence to provide contraceptive counseling 
to racial/ethnic minority women that keeps individual needs, desires, and cultural 
considerations in mind. This potential lack of cultural competence could contribute to the 
disproportionate rate of unintended pregnancies in racial/ethnic minority women.   
Background and Significance 
Since 1994, the U.S. has maintained a staggering 49% rate of unintended 
pregnancy, despite the availability of reliable contraceptive methods (Finer & Henshaw, 
2006).  Globally, it is estimated that 41% of pregnancies in 2008 were unintended (86 
million out of 208 million), and North America is the only region in the world where the 
unintended pregnancy rate has not fallen in the past two decades (Singh, Sedgh, & 
Hussain, 2010). In a survey of U.S. women conducted from 2006 to 2010, Jones, Mosher, 
and Daniels (2012) found that the majority of women (62%) were using some form of 
contraception, about one in ten women (11%) at risk of pregnancy were not using any 
contraception at all, and that women in general were not using their chosen method 




financial burden to our society as well as a psychological burden to women and their 
families. Nurse practitioners and certified nurse midwives are in a position to aid in 
reducing the rate of unintended pregnancy through counseling women on appropriate 
method selection as well as correct and consistent use of contraceptives. 
Societal burden.  Monea and Thomas (2011) and Frost, Finer, and Tapales 
(2008) used data from the National Survey of Family Growth (NSFG) to estimate the 
financial burden of unintended pregnancy. The NSFG is a cyclical survey of men and 
women pertaining to family life, pregnancy, infertility, and contraceptive use, among 
other topics. The first NSFG was conducted in 1973, and there have been six cycles since 
in 1976, 1982, 1988, 1995, 2002, and a long-term cycle from 2006 to 2010. According to 
the more recent NSFG data, the financial burden of publicly funded unintended 
pregnancy, birth, and infant care has serious economic implications, with estimated 
annual taxpayer spending ranging from $9.6 to $12.6 billion, or about $9,000 per 
unintended pregnancy (Monea & Thomas, 2011). Conservatively, prevention of 
unintended pregnancy would save taxpayers about $5.6 billion annually in prenatal care, 
delivery, infant care, and cost of social programs such as Women, Infants, and Children 
(WIC) and Head Start (Monea & Thomas, 2011). Many unintended pregnancies end in 
fetal loss or elective abortion (43%), but more than a third (36%) of unintended 
pregnancies result in a live birth (Finer & Zolna, 2011). Frost, Finer, and Tapales (2008) 
used mathematical modeling to estimate that public expenditures for unintended births in 
2004 would have been about $5.7 billion. In the same year, $1.4 billion was spent on 
provision of contraceptive care at publicly funded family planning clinics. Using Frost et 




in a cost savings of $4.3 billion or, for every $1 spent on family planning services, $4.02 
is saved by averting an unintended birth.  
Sonfield, Kost, Gold, and Finer (2011) used data from the Pregnancy Risk 
Assessment Monitoring System (PRAMS) to estimate costs at the state level. PRAMS is 
a Center for Disease Control (CDC) and state health department surveillance project to 
collect data on women’s attitudes and experiences before, during, and after pregnancy, 
with the purpose of improving the health of mothers and infants. Sonfield et al. (2011) 
found that the highest proportion of publicly funded unintended births were concentrated 
in 11 jurisdictions in the southern U.S., where poverty levels are also high.  Based on 
state-level data, Sonfield et al. estimated that 51% of the two million publicly funded 
pregnancies are unintended, and the annual economic burden associated with these 
unintended pregnancies is $11.1 billion. 
Individual and family burden. In addition to the societal economic burden, an 
unintended pregnancy can have life-changing effects on women and their families. 
Unintended pregnancy has been associated with inconsistent prenatal care, decreased 
breastfeeding rates, poor child nutrition, relationship conflict with the child over time, 
intimate partner violence, poor maternal mental health, reduced maternal earnings and 
career potential, paternal depressive symptoms, and other sequelae (Gipson, Koenig, & 
Hindin, 2008; Leone et al., 2010; Maxson & Miranda, 2011; Miller, 2011; Nelson & 
O’Brien, 2012; Su, 2012; Uscher-Pines & Nelson, 2010). Although often associated with 
teens and single women, married women are also at risk for unintended pregnancy and 
are more likely to be of lower socio-economic status (SES), have higher parity, and live 




care for an additional family member (Koren & Mawn, 2010). Almost half of the 
unintended pregnancies in the U.S. are electively terminated, and while considered a 
medically safe procedure, abortion has been linked with an increase in mental health 
problems in women (Coleman, 2011; Raymond & Grimes, 2012; Robinson, Stotland, 
Russo, Lang, & Occhiogrosso, 2009). Political or geographic barriers to abortion services 
may still drive women to risky self-induced abortions or to unsafe clinics for services 
(Grossman, et al., 2010; Raymond & Grimes, 2012). 
Minorities at higher risk. While all reproductive-age women are at risk for 
unintended pregnancy, regardless of their SES or insurance coverage, racial/ethnic 
minority women continue to have high rates of unintended pregnancy (Dehlendorf, 
Rodriguez, Levy, Borrero, & Steinauer, 2010a; Green, Gazmararian, Mahoney, & Davis, 
2002; Wu, Meldrum, Dozier, Stanwood, & Fiscella, 2008). Positive changes in 
contraceptive use have been observed among all racial/ethnic groups in recent years, but 
racial/ethnic minority women continue to be more likely to opt for less reliable methods 
of contraception, including relying on a partner to use condoms, in comparison to White 
women (Jones, Mosher, & Daniels, 2012). Racial/ethnic minority women may have 
different attitudes toward and knowledge of contraceptive options, about which a 
provider is unaware and, arguably more importantly, does not assess (Rocca & Harper, 
2012). Recent evidence suggests that contraceptive counseling may be inadequate for 
most women, but it is a particular problem in racial/ethnic minority women (Dehlendorf, 
et al., 2010a; Downing, LaVeist, & Bullock, 2007). Disparities in contraceptive use and 




more extensively in chapter two, as these two significant issues are central to the 
rationale for the current study.  
A recent similar study that inspired this study was conducted by Dehlendorf et al. 
(2010b). Dehlendorf et al.’s (2010b) study replicated a unique factorial experiment 
design using patient video vignettes that had been used in other diseases such as 
cardiology and diabetes, but it was the first to use it in relation to contraceptive 
counseling. The primary outcome of the study was to determine if there was a difference 
in provider recommendations of the levonorgestrel-containing intrauterine system (IUC) 
among African American, Latina, and White patients. In this randomized factorial 
experiment, clinicians attending conferences (N = 524) were asked to view standardized 
video-taped monologues depicting patients of each race/ethnicity and of either low or 
high SES. The clinicians then completed a brief survey on whether or not they would 
recommend an IUC to the patient seen in the video. Of note, only 4% of the study 
participants were nurse practitioners or physician assistants. The rest were M.D.s or 
D.O.s. The authors found that the IUC was recommended to high SES women more 
often, regardless of race/ethnicity. Black and Latina women were more likely than White 
women to have the IUC recommended, but only in low SES women. In White women 
analyzed alone, low SES women were more likely to have it recommended.  The authors 
suggest further research to determine to what degree counseling influences use and “what 
types of interventions might alleviate changes in recommendations” (Dehlendorf, et al., 
2010b, p. 319.e7). In the same journal issue in which this study was published, Eisenberg 




its major contribution was that it drew attention to the potential for provider bias in 
provision of contraceptive counseling.  
 Nurse practitioners and certified nurse midwives may lack cultural 
competence. There are over 189,000 NPs in the U.S., over 75% of whom identify 
themselves as adult, family, and/or women’s health specialists (American Academy of 
Nurse Practitioners, 2014). The national certification corporation (NCC) has certified 
over 14,000 women’s healthcare NPs since its inception in 1975 (NCC, 2013). There are 
over 13,000 CNMs in the U.S. (American College of Nurse Midwives, 2013). These 
NP/CNMs all routinely care for women of reproductive age. Nurse practitioners provide 
the majority of family planning services in the U.S. in settings such as community health 
centers, public health departments, and Planned Parenthood affiliates (Bednash, 
Worthington, & Wysocki, 2009).  Decision-making in contraception could be unduly 
influenced by provider racism, cultural bias, and/or lack of cultural competence, even if it 
is unintentional or subtle. Unfortunately, women’s health care (WHC) nurses have both 
demonstrated and acknowledged a general lack of cultural competence (Heitzler, 2011; 
Heitzler, 2012). This potential lack of cultural competence in WHC nurses could manifest 
in systematic bias in contraceptive recommendations based on patient race, ethnicity, or 
SES, which in turn could contribute to the disparate rate of unintended pregnancy in 
racial/ethnic minority women.    
Purpose of Study 
 The purpose of this study is to examine the relationship between NP/CNMs’ self-
reported cultural competence and contraceptive recommendations for women of varying 




Specific Aims  
Aim #1. Determine whether NP/CNMs’ contraceptive recommendations differ by 
race/ethnicity or socioeconomic status (SES) of patients. The questions related to this aim 
are as follows:  
1. Is there a difference (main effect) in contraceptive recommendations for White, 
African American, and Hispanic women? 
2. Is there a difference (main effect) in contraceptive recommendations for women 
of low or high SES? 
3. Is there an interaction effect of race/ethnicity and SES on contraceptive 
recommendations? 
Aim #2. Determine if NP/CNM cultural competence explains differences in NP/CNM 
contraceptive recommendations by race/ethnicity or socioeconomic status (SES) of 
patients. The question related to this aim is as follows: do Cultural Competence 
Assessment (CCA) results explain differences in contraceptive recommendations?   
Aim #3. Explore the relationships among provider-level characteristics 
(race/ethnicity, age, education level achieved, practice setting, previous cultural 
competence education, social desirability scores, self-assessment of cultural competence, 
and geographic location), cultural competence as measured by the CCA, and 
contraceptive recommendations.    
Design 
 The study design was a cross-sectional, randomized factorial experiment, 
conducted completely on-line. It was based upon a similar study by Dehlendorf et al. 




contraceptive counseling to patients as part of their licensed clinical practice. Participants 
viewed one of six randomly assigned video vignettes and were asked to rank the 
likelihood of recommending a variety of contraceptive methods to the patient depicted in 
the video. Patients in the videos varied in appearance and were depicted as White, 
Hispanic, or African American, and either high or low SES. Participants were then asked 
how likely they believe the patient would be to continue with any method at one year, as 
a measure of NP/CNM confidence in patient continuation. Next, participants completed 
the Cultural Competence Assessment (CCA), which includes a measure of social 
desirability (Doorenbos, Schim, Benkert, & Borse, 2005). Finally, participants completed 
a demographics questionnaire. Full details of the study methods will be discussed in 
Chapter III.  
Brief Theoretical Perspective 
 This study was informed by a blended theory comprised of critical social theory 
(CST), Campinha-Bacote’s Culturally Competent Model of Care, and the Health Belief 
Model (HBM) (Campbell & Bunting, 1991; Campinha-Bacote, 2010; Carpenter, 2010). 
In CST, it is implicit that power imbalances are met with a call to emancipatory action. 
More specifically, those in positions of power are encouraged to focus on politically or 
socially-minded emancipatory efforts to restore a balance of power with those who are 
oppressed. In this study, the NP/CNM providers are in a position of power, since they 
possess the knowledge and understanding of both the unexpected negative outcomes of 
unintended pregnancy and the benefits/risks of contraceptive methods. Patients come to 




NP/CNMs have at least a basic understanding of the patient’s cultural background and 
how that may influence her contraceptive decision-making process.  
The Culturally Competent Model of Care (Campinha-Bacote, 2010) was used to 
guide the research questions pertaining to cultural competence. In this model, cultural 
competence is described and assessed according to five domains: cultural awareness, 
cultural knowledge, cultural skill, cultural encounter, and cultural desire. Finally, 
according to the HBM, patients have their own beliefs about susceptibility, severity, 
benefits, and barriers to preventative measures, including contraception. Nurse 
practitioners and CNMs must be able to navigate and understand patients’ health beliefs 
to make informed and mutually agreeable contraceptive recommendations. The blended 
theory will be explored in further detail in Chapter II.  
Study Rationale 
 It is clear that the stagnant and very high rate of unintended pregnancy in U.S. 
women needs to be addressed. Despite an increase in the availability and use of more 
reliable contraceptive methods in recent years, the problem of unintended pregnancy 
persists, particularly among racial/ethnic minority women. Unintended pregnancy poses a 
burden on society, women, and their families. Nurses may not be equipped to address the 
specific contraceptive needs of racial/ethnic minority women, as nurses may lack cultural 
competence. The two problems of racial/ethnic minority unintended pregnancy and 
NP/CNM cultural competence have not been explored extensively to date, although it is 
logical that the two problems may be linked.  
 Researchers in the field of health disparities have proposed that future studies 




lacking (Giddings, 2005; Hardy, 2011; Rocca & Harper, 2012). Previous research on 
provider bias in contraceptive counseling has been conducted primarily with physician 
participants (Dehlendorf, et al., 2010b). The current study solely explored NP/CNMs. 
Like all providers, NP/CNMs have strong potential to influence patient decision-making.  
It is important to study this group, as they provide a much of the contraceptive counseling 
in the U.S. health system and NP/CNMs have not been explored extensively in the 
literature relative to cultural competence. Additionally, some of the specific research 
questions in this study have not been explored in detail elsewhere in the context of 
contraceptive counseling. An example topic related to contraceptive counseling is the 
potential influence of provider confidence in patient method continuation, as provider 
confidence has been shown to be related to patient adherence, but little is known about 
this in NP/CNMs’ clinical practice (Rathore, Ketcham, Alexander, & Epstein, 2009). 
Finally, the current study measured cultural competence of NP/CNMs using a tool with 
some reliability and validity support, the Cultural Competence Assessment (CCA). This 
study adds to the understanding of the CCA’s psychometric properties, and the addition 
of its social desirability measure provided further clues about the appropriateness of this 
tool for use with NP/CNMs. In chapter two, an in-depth discussion of additional topics to 
support the rationale for the current study will be provided, some of which were only 
briefly mentioned here. 
Definition of Terms  
 It is imperative to define several terms that will be used throughout the discussion 
of this study and the related literature. Because a major part of the study rationale 




define this term. The dependent variable of contraceptive recommendation needs to be  
defined, and a brief description of each contraceptive method referenced in the study 
should be provided. Furthermore, lack of cultural competence is posited as an antecedent 
to unintended pregnancy due to the potential for ineffective contraceptive counseling and 
contraceptive recommendations based on race, ethnicity, or SES. Measurement of social 
desirability is important to the study design, as it may attenuate the measurement of 
cultural competence. The operational definitions of these terms for the purposes of this 
study are provided next.   
 Unintended pregnancy. An unintended pregnancy can be defined as a pregnancy 
that is unwanted or mistimed, and pregnancies that are terminated via elective abortions 
are also considered unintended (Guttmacher Institute, 2012; Santelli, Lindberg, Orr, 
Finer, & Speizer, 2009). An unwanted pregnancy is one that is not desired now or in the 
future. A mistimed pregnancy occurs either too soon or too late in life, according to a 
woman’s family plan. The term “unwanted birth” is often used in the literature to denote 
an unintended pregnancy, and this is categorized as “unwanted” by the attitude of the 
woman at the time she became pregnant. It should not imply that the child resulting from 
the pregnancy is unwanted (Munson, 1977). While some debate persists about the 
applicability of these categories across all groups, Santelli, Lindberg, Orr, Finer, and 
Speizer (2009) found that these definitions are a general fit for the concept of unintended 
pregnancy across SES, race, ethnicity, adults, and adolescents.  
 Contraceptive recommendation. For the purposes of this study, contraceptive 
recommendation means that a clinician would be likely to positively counsel a woman 




criteria such as gynecological cancer history, smoking history, or history of 
thromboembolic disease. It should be noted, however, that recommendation alone does 
not mean that a given method is the only option. A woman’s preference should be 
considered as part of the contraceptive dialogue, and clinician recommendation is only 
part of the discussion (Dehlendorf, et al., 2010b).  
 Contraceptive methods. There are many different types of contraceptive 
methods that will be referenced throughout this study, and they will be briefly described 
here. A barrier method prevents pregnancy by preventing sperm from entering the uterus. 
Barrier methods include sponges, diaphragms, male and female condoms, spermicides, 
and cervical caps. Typically, these methods are used at or very near to the time of sexual 
intercourse. Oral contraceptive pills (OCPs) are typically taken each day at the same time 
to prevent ovulation. Oral contraceptive pills can be a combination of synthetic estrogen 
and progestin or progestin-only. Similar to OCPs, the contraceptive vaginal ring and 
transdermal patch release hormones to prevent ovulation. The contraceptive vaginal ring 
is placed in the vagina and works by absorption of the embedded hormones through the 
vaginal wall, and the transdermal patch is typically placed on the skin of the buttocks, 
upper back, or arm for transdermal absorption of the hormones. Depo 
medroxyprogesterone-acetate (DMPA) is a synthetic progestin administered every three 
months by injection to prevent ovulation. Implantable contraceptives, or simply 
“implants,” are small rods (either one or two rods, depending on the type used) that are 
placed just under the skin, typically in the underside of the upper arm. Implants release 
synthetic progestins to inhibit ovulation and last five years or longer. Intrauterine 




contain hormones or be hormone-free, and they last for as few as three to as many as 
twelve years or more. Intrauterine contraceptives prevent pregnancy by thickening 
cervical mucus and preventing sperm from entering the uterus, and/or by preventing 
fertilization, inhibiting ovulation, or interfering with implantation of a fertilized egg. 
Sterilization is permanent contraception achieved through minor surgical procedures such 
as male vasectomy, but in this study the primary use of the term sterilization will apply to 
females. Female sterilization is achieved through tubal ligation (cutting, tying, or sealing 
the fallopian tubes), or by implantation of a thin insert into the fallopian tubes, causing 
inflammation and/or scarring and subsequent blockage of the egg from reaching the 
uterus.  
Cultural competence. Campinha-Bacote’s (2002) definition of cultural 
competence was used as the basis for this study. Her definition of cultural competence is: 
“the ongoing process in which the health care provider continuously strives to achieve the 
ability to effectively work within the cultural context of the client (individual, family, 
community)” (Campinha-Bacote, 2002, p. 189). In other words, cultural competence is 
not something that one can attain, like a professional certification. It is not a finite 
process, but rather an evolving state of mind, where one takes actions to embrace cultural 
differences within the decision-making process with patients. Further definitions of 
cultural competence and information about Campinha-Bacote’s cultural competence 
model will be provided in Chapter II. 
 Social desirability. Social desirability has been described as a phenomenon 
where individuals will underestimate socially undesirable traits and behaviors and 




In completion of questionnaires pertaining to ethical or social issues, socially desirable 
responding (SDR) has been defined as “the tendency for individuals to present 
themselves favorably with respect to current social norms and standards…” (Zerbe & 
Paulhaus, 1987). Given the specific aim of the current study to address social desirability 
as it relates to measurement of cultural competence, Zerbe and Paulhaus’ (1987) 
definition was used.   
Summary 
 The rate of unintended pregnancy in the U.S. remains high, with almost half of 
pregnancies reported as unintended. It is clear from the literature that there are significant 
economic and psychological ramifications of unintended pregnancy in the U.S., and the 
burden to women, their families, and to society has serious implications. It is very 
common for women to receive contraceptive counseling from an NP or CNM, and this 
counseling may be inadequate due to lack of cultural competence by NP/CNMs. There is 
a potential link between unintended pregnancy and the lack of cultural competence in 
NP/CNMs, but this has yet to be explored in detail. It is important to study NP/CNM 
cultural competence in this context because racial/ethnic minority women continue to 
have the highest rates of unintended pregnancy. If an NP/CNM is unable to provide 
culturally competent care to racial/ethnic minority women, the disparate rate of 
unintended pregnancy in these groups may persist. 
 The next chapter will provide a review of the literature in topics related to 
unintended pregnancy and cultural competence, providing further support for the 
relevance of this study. The theoretical basis of the study will also be described in greater 




the study methods, Chapter IV will cover the study results, and the findings and 







 This chapter will provide a review of the literature in two main topic areas: 
disparities in unintended pregnancy and cultural competence. Contraceptive usage trends 
and disparities in unintended pregnancy will be covered in more detail than the brief 
introduction in Chapter I. Cultural competence definitions, nursing theories, measurement 
tools, and the concept’s application to women’s health care (WHC) nursing practice will 
be provided. The existing literature on the cultural competence measurement tool to be 
used in the study, the Cultural Competence Assessment (CCA), will be discussed. After 
the literature review, the chapter will conclude with the blended theoretical model that 
guided the study.  
Trends in Contraceptive Use 
Trends in contraceptive use over time are important to note, as they may influence 
a provider’s preconceptions about what a woman may or may not be likely to choose 
during contraceptive counseling. This may be particularly true if a provider has been in 
practice for some time and has become accustomed to recommending certain methods, or 
if the provider sees trends in selection by members of certain racial/ethnic groups or those 
of similar socioeconomic status (SES).   
One of the earlier publications in the area of racial bias in family planning 
provision and contraceptive counseling was published by Eliot in 1973. This commentary 
is frequently cited by others and discusses controversial public policy efforts to reduce 
the number of children born to African American and poor women through coercive 




that time went so far as to require sterilization of women with children born out of 
wedlock and also received welfare. Eliot (1973) described how a father was subjected to 
a vasectomy because he became delinquent with child support. Mothers at that time who 
sought welfare support needed to prove that they had received birth control counseling 
prior to submitting their applications. Included in the performance evaluation of welfare 
workers was a provision related to their ability to reduce “excess fertility” and out of 
wedlock births (Eliot, 1973). These welfare workers reported a sense of responsibility to 
reduce the rate of unintended pregnancy in poorer populations. Other contemporary 
works dive deeper into the perception of birth control as a form of African American 
genocide, a perception that still lingers today (Darity & Turner, 1972; Roberts, 2000; 
Thorburn & Bogart, 2005).  
 The National Survey of Family Growth (NSFG) is conducted by the Department 
of Health and Human Services. It is a national survey intended to gather information 
related to women’s and men’s health topics including pregnancy, contraception, family 
size, marriage, divorce, and infertility. The database is accessible to the public, and many 
researchers conduct secondary analyses of the data to answer specific research questions 
of interest in family planning. As of May, 2014 there were 893 known publications 
stemming from the NSFG. It is not possible to provide a comprehensive review of all of 
these works here, thus a select few will be mentioned to illustrate the trends in 
contraceptive use during and between each NSFG.  
The first NSFG was conducted around the same time as Eliot’s (1973) 
publication. The NSFG has been recognized as a useful tool to study unintended 




Stephen, Rindfuss, &Bean, 1988; Wu, et al., 2008). It is important to note that the early 
NSFGs included married or ever-married women only, which could have a significant 
effect on the generalizability of the data to the U.S. population at the time. Data from the 
NSFG is also subject to the perils of self-report, and reporting a pregnancy as “unwanted” 
or unintended may be uncomfortable to some women, a phenomenon noted very early in 
NSFG reporting (Vaughan, Trussell, Menken, & Jones, 1977). NSFG questions have 
remained relatively stable over time, but some questions have been revised and expanded 
to provide more comprehensive data.  
 Analysis of the 1973 NSFG by Notzon (1977) showed that White women were 
significantly more likely to seek family planning visits in the past five years compared to 
Black women, and Hispanics fell somewhere in the middle (Whites = 55%, Hispanics = 
51%, Blacks  = 46%). Two secondary analyses of the cross-sectional data from the first 
NSFG in 1973 and then the next in 1976 showed that there was a closing of the gap in 
rate of sterilizations among White and Black women (Ford, 1978; Shapiro, et al., 1983). 
Between 1973 and 1976, higher income White women accounted for the greatest increase 
in the rate of sterilization, with an increase of 23% to 29% (Ford, 1978). While there was 
a closing of the gap in sterilization between Whites and Blacks, by 1976, 58% of White 
couples and only 50% of Black couples were collectively using the most effective 
methods of contraception including IUCs, OCPs, and sterilization (Ford, 1978).  Black 
couples were more likely to use less reliable contraceptives such as condoms, douching, 
foam, and withdrawal compared to White couples (Ford, 1978).   
 As previously mentioned, Shapiro, Fisher, and Diana (1983) published a 




was the rate of sterilization and plans to obtain sterilization over time. Shapiro et al. 
(1983) acknowledge that there was a high level of distrust of sterilization in the Black 
community in the early 1970’s, as sterilization was historically advocated for eugenics 
reasons (Shapiro et al., 1983, p. 1848). Their results showed, however, that the 
sterilization rates for Blacks, Whites, and Hispanics were nearly identical at 111-115 per 
1000 women. Further examination by race and welfare status only showed a slight trend 
for more sterilization in Whites, but high rates of sterilization were observed for welfare 
recipients across races. The authors cautioned against assuming that the race 
normalization of the sterilization rate at this point in time was cause for celebration. They 
proposed that it was partially a matter of Whites “catching up” with Blacks, and welfare 
recipients were still sterilized more than wealthier women (Shapiro et al., 1983).  
 Stephen, Rindfuss, and Bean (1988) studied the 1976 and 1982 NSFG and 
determined that there were racial differences in the contraceptive choices among White 
and Black women in relationship to their age and marital status, with younger Black 
women choosing longer-term options like sterilization. Sterilization as a contraceptive 
choice was excluded from Stephen et al.’s (1988) analysis because the authors addressed 
the specific question of current contraceptive choice, not plans for the future. The racial 
differences the authors found were attributed to the socioeconomic difference in never-
married women who are either Black or White. Black women in the early 1970’s were 
three times more likely to be heads of households and never married compared to White 
women (Stephen, et al., 1988). Marital status could have influenced exposure to coital 




may have tended to choose more effective, long-term options to be “sure” to avoid an 
unwanted pregnancy (Stephen, et al., 1988).    
 Mosher and Bachrach (1986) analyzed data from the 1982 NSFG. They found 
that OCPs had begun to wane in popularity among married couples (20% in 1982, 
compared to 36% in 1973) and that both female and male sterilization continued to be on 
the rise in all racial groups. They did find some significant differences by race in the use 
of contraceptives, however. For example, Black women were less likely than White 
women to be current or ever-users of contraception, including at their first sexual 
intercourse, and less likely to have used barriers or male sterilization. Black women were 
more likely than White women to use OCPs or withdrawal at first intercourse, and were 
more likely to be currently using OCPs.   
 During this time frame, Harrison and Cooke (1988) analyzed sterilization rates 
from the perspective of the physician, not the data on patient choice stemming from the 
NSFG. In their cross-sectional survey of 341 physicians in the northeastern U.S., 
Harrison and Cooke (1988) aimed to delineate the factors in the physicians’ decision-
making process to perform surgical sterilization. They used the method of conjoint 
analysis borrowed from marketing research. This method allows the researcher to build 
and then deconstruct vignettes using a variety of factors to determine if there is a 
relationship between the individual deconstructed factors and the general question at 
hand. A mailed survey contained 17 patient vignettes and a questionnaire asking how 
likely a physician would be to recommend sterilization to each patient. Using conjoint 
analysis, the authors determined that the most influential factor in the physician’s 




followed by race at 11.6%.  Harrison and Cooke hypothesized that race may have been an 
unconscious factor that is confounded with socioeconomic or marital status, or it may be 
that more Black women prefer sterilization, so physicians are more likely to sterilize 
them (Harrison & Cooke, 1988). Harrison and Cooke’s results were compelling, but there 
were several weaknesses to the study. First, the data were retrieved from mostly male 
physicians (90.8% of the respondents) whose average age was 50 years. Second, all 
respondents were from the northeastern U.S, which may have different underlying social 
influences than other areas of the country, making generalizability weak. The authors 
concluded however, with the noble hope that  
…doctors performing tubal ligations will use these data to reevaluate the 
sometimes subtle influences upon their decision-making processes and decide 
whether their decisions are consistent with the current body of knowledge, with 
the needs of their patients, and with their consciences. Harrison & Cooke, 1988, 
p.569  
 
 Mosher and Pratt (1990) analyzed contraceptive trends based on the 1988 NSFG. 
They found that overall usage of female sterilization, OCPs, and condoms increased in all 
groups compared to 1982, while IUC use dropped. Black women in this time frame 
continued to be less likely than White women to be using any method of contraception. 
At the same time, among those using contraceptives, Black women were more likely to 
opt for more reliable methods like sterilization, OCPs, and the IUC compared to Whites.  
 In a comparison of 1973 and 1995 NSFG data, Chandra (1998) found that 
sterilization rates had generally stabilized for all women at about 40%, but the largest 
increase over time was in Black women, from 20% in 1973 to 50% in 1995. Hispanic 
women were the least likely to undergo sterilization compared to Whites and Blacks, as 




more education and higher incomes generally delayed pregnancy until later in life, while 
poorer and less educated women tended to reach their desired family size earlier and 
opted for a permanent option (Chandra, 1998).  
 Borrero, Schwarz, Creinin, and Ibrahim (2009) performed a secondary analysis of 
the cross-sectional NSFG, using data from 2002. The primary outcome of the study was 
receipt of family planning services in the preceding year. This included whether or not 
someone had received a prescription for birth control, whether they had been counseled 
on particular methods (including sterilization), and whether or not they had a clinician 
visit specific to obtaining birth control. The authors found no differences in access to 
family planning services across all races. Hispanic women, however, were more likely to 
have received counseling about sterilization, and Hispanic and Black women were more 
likely to receive general contraceptive counseling than White women (Borrero, et al., 
2009). The findings of this study may imply that access to family planning services 
seems to have stabilized, which may have been an indication of some improvement in 
social policies and a focus on provision of equal care.  
Several of the same authors conducted a related study of counseling received by 
men received in regard to sterilization (Borrero, Moore, Creinin, & Ibrahim, 2010). A 
secondary analysis of the 2002 NSFG revealed only 1.7% of men (n=61) received 
sterilization counseling. There was no significant difference by ethnicity, although Black 
and Hispanic men received slightly more counseling than Whites, and Whites were more 
likely to have undergone the procedure. The authors conceded that the study may not 
have been adequately powered to detect such differences due to the small sample size. 




future research could include the attitudes and perception of vasectomy in contemporary 
minority men (Borrero, et al., 2010). 
In their analysis of the 2006-2010 NSFG data, Jones, Mosher, and Daniels (2012) 
found that in the month of their interview 66% of White women were using any method 
compared to 54% of Black women and 60% of Hispanic women. White women were 
about twice as likely to use OCPs (21%) compared to Asians (12%), Hispanics (12%) 
and Blacks (9.9%). Black and foreign-born Hispanic women were the most likely to use 
female sterilization (37% each), compared with White women (24%), U.S.-born 
Hispanics (27%), and Asians (11%). Of those who are at the most risk of unintended 
pregnancy, defined as having had unprotected intercourse in the last three months, Black 
women were significantly less likely to be using any method (17%) compared with 
Whites (9.5%), Asians (10%), and Hispanics (10%).  
To summarize this section, since the inception of the NSFG in 1973, 
contraceptive use has remained relatively stable among U.S. women. There is little 
mention of contraceptive use by members of smaller racial/ethnic minority groups such 
as Asians and Native Americans, and this is clearly a knowledge deficit to be more 
thoroughly addressed by contraceptive researchers. Contraceptive methods have risen and 
fallen in popularity, but mostly in favor of more reliable, longer-term methods in all 
groups as of the last NSFG cycle (Jones, et al., 2012; Daniels, Mosher, and Jones, 2013). 
Compared to Whites, Blacks and Hispanics continue to use less reliable methods of 
contraception and in a less predictable manner. This is likely to contribute to disparities 




Disparities in Unintended Pregnancy 
 Unintended pregnancy rates have remained steady and high in the U.S. for 
decades. Whites, Blacks, and Hispanics in the U.S. all continue to have high rates of 
unintended pregnancy, but disparities among groups have been noted over time. 
According to the most recent available NSFG data, African American women report the 
highest rates of unintended pregnancy (69%), followed by Hispanics (54%) and Whites 
(40%) (Guttmacher Institute, 2012). It is important to note the distinction between 
unintended pregnancy and unintended birth. Not every unintended pregnancy will result 
in a live birth, thus the terms are not interchangeable.  In this section, unintended 
pregnancy and birth data from the NSFG will be reviewed in chronological order.  
 Vaughan, Trussell, Menken, and Jones (1977) analyzed data from the 1973 NSFG 
to examine contraceptive failure rates. At that time, the rate of unintended pregnancy in 
women who were using contraception was generally the same among Whites and Blacks, 
and Blacks were more likely to elect to use the most effective methods. There was a 
significant difference, however, in the proportion of Black women compared to Whites 
who dropped off their method, putting Black women at considerably higher risk for 
unintended pregnancy. This helps to explain the differential rate of unintended pregnancy 
in between 1968 to 1973, which was noted to be the highest (23%) in Black women at 
150% or more below poverty level (Weller & Hobbs, 1978). Higher income Black 
women, higher income White women, and poor White women reported 12%, 13%, and 
7% of their pregnancies as unintended, respectively, in the 1973 NSFG (Weller & Hobbs, 
1978). The number of unwanted births was also reported much more frequently by Black 




unwanted, compared to one in 10 by White women (Munson, 1977). Of interest, the rate 
of unintended pregnancy between 1968 and 1973 dropped the most in poor Black 
women, from approximately 30% down to 23% (Weller & Hobbs, 1978). So while the 
unintended pregnancy rate in poor Black women remained the highest, the rate also 
showed the most improvement. This substantial decline was attributed to the increase in 
availability and access to family planning services (Weller & Hobbs, 1978).  
 The trend in higher rates of unwanted births in Black women continued in 
analysis of the 1976 NSFG, with 25.8% of births reported as unwanted in Blacks, 
compared to 9.5% in Whites (Eckard, 1980). Data from the 1982 NSFG is also very 
similar, with Black women reporting 22% of births as unwanted, and Whites at 8% (Pratt 
& Horn, 1985). Between 1973 and 1982, both Black and White women reported an 
increase in mistimed birth, with formerly married White women experiencing a steep 
increase of 10% (Pratt & Horn, 1985). The overall rate of unwanted birth, however, 
declined in all groups, particularly in women with higher parity (Pratt & Horn, 1985). All 
of this occurred despite White women being much more likely to have had a conversation 
with a health care provider about contraception compared to both Blacks and Hispanics 
(Horn & Mosher, 1984).  
 By 1988, the downward trend in unintended pregnancy ceased and an increase in 
unwanted births was observed in all races, ages, marital statuses, and levels of income 
(Williams & Pratt, 1990). Married Black women were two times more likely to report an 
unwanted birth compared to Whites in 1988, but there was no difference between 
formerly married White and Black women (Williams & Pratt, 1990). Between 1973 and 




diminished from 14% to 9%, but between 1982 and 1988, it had risen back to 14% 
(Williams & Pratt, 1990). Williams and Pratt (1990) propose several reasons for this 
disparity: 1) Black teens initiated sex earlier than Whites and achieved their desired 
family number sooner, 2) Black teens were less likely to use contraception, and 3) Black 
teens’ pregnancies were less likely to end in abortion. In this same time frame, unwanted 
births grew in never-married Black women ages 20-24, and decreased in White women 
over 24 years of age. The most marked increase in the proportion of unwanted births 
occurred in women who were living below the poverty level, which grew a staggering 
75% between 1982 and 1988 from 11.9% to 20.7% (Williams & Pratt, 1990).  
 By 1995, the gap in unwanted births in White and Black women had decreased 
only slightly from 1988: from a 14% difference to a 12.4% difference (Ventura, Mosher, 
Curtin, Abma, & Henshaw, 2000). Hispanic women were more similar to White women, 
with only a 3.7% gap between the two groups (Ventura, et al., 2000).  Ventura, Mosher, 
Curtin, Abma, and Henshaw (2000) proposed that there is an association between the rate 
of unintended pregnancies and education. A higher level of education is associated with 
fewer unwanted births. For example, White women with no high school education or 
GED reported 13% of their pregnancies as unwanted, compared to only 3% of their 
White counterparts with at least a bachelor’s degree (Ventura, et al., 2000). The same 
difference by education level existed for Black women (34% compared to 11%), but not 
necessarily for Hispanic women (14% compared to 10%) (Ventura, et al., 2000). The 
differences between White and Black women were observed at every level of education, 




pregnancy in Black women compared to Whites and Hispanics can be partially attributed 
to fewer Black women attaining higher levels of education.  
 Mosher, Deang, and Bramlett (2003) analyzed the contextual data from the 1995 
NSFG and identified trends in unwanted births and community characteristics. They 
found that among all races, unwanted births were associated with living in an area with 
the lowest median income, the highest poverty rate, the highest rate of unemployed 
males, the fewest college graduates, and the fewest professional/managerial workers 
(Mosher, Deang, & Bramlett, 2003, p. 13). The authors state that the “…findings suggest 
that variations by race/ethnicity or other individual characteristics may be associated in 
part with variations in exposure to prosperity, economic opportunity, and the community 
resources and facilities that accompany prosperity” (Mosher, et al., 2003, p.21). 
 These same trends continued in analysis of the 2002 NSFG. This time, the gap 
widened between racial/ethnic groups reporting ever having an unwanted births with 
Blacks at 25%, Hispanics at 18%, and Whites at 9% (Chandra, Martinez, Mosher, & 
Abma, 2005). Differences based on education level remained high, and all women aged 
25-44 with a college degree were three times less likely to experience an unintended 
pregnancy than those with less than a high school degree (18% versus 61%). Women 
living below poverty level were three times more likely to report an unintended 
pregnancy (Chandra, et al., 2005).  
 An additional classification of pregnancy intendedness was added to the NSFG in 
the 2006-2010 cycle. Previously, the three categories for pregnancy were intended, 
mistimed, or unwanted, with the latter two categories typically being placed under the 




timing was subdivided into “moderately mistimed,” which means mistimed by less than 
two years, and “seriously mistimed,” which means mistimed by two years or more. The 
extent of mistiming has been shown to have important differences, and those who report 
a pregnancy as seriously mistimed are more likely to be teens, unmarried, or Black 
(Pulley, et al., 2002). 
 The rate of unintended births between 1982 and 2006 -2010 fell for only one 
group: ever-married White women, with intended birth rates increasing from 72% in 
1982 to 78% in 2006-2010 (Mosher, Jones, & Abma, 2012). The intended birth rate in 
non-Hispanic Black women increased from 59% to 66% in the same time frame, but this 
was not statistically significant (Mosher, et al., 2012). Taken together, the percentage of 
unwanted births and seriously mistimed births was 20% among Whites, 35% among 
Hispanics, and 45% among Blacks. Mosher, Jones, and Abma (2012) attribute these 
differences to a higher proportion of births to unmarried Black women, and to lower SES 
and education of Hispanics and Blacks compared to Whites. Forty-seven percent of 
pregnancies in women living below poverty level were unintended, while only 18% were 
unintended in those 400% or more above poverty level. Poor women were also more 
likely to report a pregnancy as mistimed by two years or more (18% in women below 
poverty level compared to just 5.1% for those 400% or more above poverty level) 
(Mosher, et al., 2012).  
 To summarize, it is evident from NSFG data that disparities in unintended 
pregnancy have continued over the past several decades in the U.S. While ever-married 
White women seem to have made strides in reducing their rate of unwanted births in 




not had the same rate of decline. Looking at the data presented side by side as represented 
in Figure 1, the level of disparity is obvious.  
 
 
Figure 1. Percent of Unintended Births by Race/Ethnicity According to National Survey 
of Family Growth from 2006-2010. Guttmacher Institute, 2012. 
 
There is some evidence that the community from which a woman comes has a 
significant influence on whether or not she will experience an unintended pregnancy, and 
low SES has emerged as an important factor in unintended pregnancy (Mosher et al., 
2003; Pulley, et al., 2002). Women are likely to seek reproductive health care within their 
own communities, and Black and Hispanic women are more likely than White women to 
use Title X family planning clinics where NP/CNMs are highly likely to serve as care 
providers (Bednash, Worthington, & Wysocki, 2009; Mosher et al., 2012). As such, 
NP/CNMs need to understand disparities in unintended pregnancy in these racial/ethnic 


















Measurement of Contraceptive Recommendations 
 The goal of measurement of contraceptive recommendations in this study was to 
determine the likelihood of recommending any single method to a woman based on 
race/ethnicity and SES. A review of the literature did not yield any validated 
measurement tool for contraceptive recommendations. There is no gold standard, nor 
have measurement tools been used consistently or repeatedly.  Contraceptive 
recommendations are typically measured in surveys of provider attitudes, and often in the 
context of recommending a method based on the patient’s gynecologic history or 
provider factors such as previous provider education on method administration or 
availability of the method in a given area (Kooiker & Scutchfield, 1990; Harper et al., 
2008; Lawrence, Rasinski, Yoon, & Curlin, 2011; Stanwood, Garrett, & Konrad, 2002).  
A literature review on the topic of provider attitudes toward any and all 
contraceptives and in conjunction with any variables would have been exceedingly 
extensive for the purposes of this study. A PubMed and Web of Science search was 
conducted to find all published studies on contraceptive recommendations based on 
patient scenarios. In this section, U.S.-based studies using a vignette-style design will be 
reviewed, in which providers were asked about their likelihood or attitude toward 
recommending a contraceptive based on patient characteristics provided by the 
researchers. There was no restriction based on publication date. Because many studies 
included multiple research questions and/or comparator groups, the discussion of each 





 As previously described, Harrison and Cooke (1988), created a survey with 17 
patient vignettes and a questionnaire asking how likely a physician would be to 
recommend sterilization to each patient, on a scale of one to 10 (one being the least likely 
to recommend sterilization and 10 being the most likely). The following factors varied by 
patient: age, parity, marital status, race, timing, family income, education, and reason for 
sterilization. The authors used conjoint analysis and determined that the most influential 
factor in the physician’s decision to perform the procedure was age at 44.3%. 
Parity/timing accounted for 33.0% of the variance, followed by race at 11.6%. The 
authors did not provide psychometrics for the use of the survey in their sample 
population.      
 Kooiker and Scutchfield (1990) sent a written, self-administered survey to 896 
obstetrician/gynecologists, family practice, and general practice physicians in San Diego. 
After excluding those on the list who were deceased, out of the country, or retired, the 
potential sample was reduced to 871 physicians. The overall response rate was 54%, with 
a total sample size of 473 respondents. The authors asked physicians about their “current 
approach to the use of the IUC,” with four response options: a) recommend to no one, b) 
recommend to selected patients but refer them to other physicians for insertion, c) 
recommend to selected patients and plan to insert the IUC, or d) recommend to selected 
patients and am currently inserting (Kooiker & Scutchfield, 1990, p. 279). The authors 
conducted chi-square tests to examine the data with a variety of independent variables 
including age, sex, practice setting, specialty, knowledge of the IUC, and ability to 
provide family planning services. A major finding of this study was that 40% of 




would recommend it but would refer patients to someone else for insertion. Kooiker and 
Scutchfield proposed that the findings were indicative of hesitancy by some physicians to 
use an (at the time of the study) innovative method with confidence. The authors did not 
report the reliability of their instrument in this study, but stated that “the internal validity 
of the survey instrument has not been repeatedly checked” (Kooiker & Scutchfield, 1990, 
p. 281). They go on to comment that they received feedback from participants that use of 
the word “recommend” was ambiguous in the context of an IUC, because this was 
considered (again, at the time of the study) a second-choice method.    
Stanwood, Garrett, and Konrad (2002) conducted a self-administered, written 
survey of U.S. physicians belonging to the American College of Obstetricians and 
Gynecologists (ACOG). They received 400 responses out of a possible 811. Their main 
outcome of interest was the reported number of IUCs inserted within the previous year. 
Other variables included physician demographics and attitudes toward IUCs.  Stanwood 
et al.’s survey included a Likert scale section on provider attitudes toward appropriate 
IUC candidates based on patient parity, history of sexually transmitted disease (STD) and 
pelvic inflammatory disease (PID), marital status, and monogamy. They coded the 
responses to candidate selection into three groups of most conservative, moderate, or 
most liberal. The results showed that respondents were generally evenly split among the 
three groups with 35% being conservative in recommendation of an IUC, 27% moderate, 
and 38% liberal (Cronbach’s alpha .70, Stanwood, Garrett, & Konrad, 2002). The 
conservative group was significantly less likely than the liberal group to have inserted an 
IUC within the previous year (p < .001). This is one of the few studies to provide 




particular limitation of their survey methodology. They mentioned that physicians may 
have been more likely to insert IUCs based on a high volume of experience with low 
complication rates rather than on a shift in opinion about the appropriateness of the IUC 
for individual women. In other words, the physicians continued to insert IUCs once they 
became familiar with the procedure and were comfortable that there would be few 
complications. They did not necessarily start inserting more IUCs because their attitudes 
changed toward which women were appropriate candidates and which were not.  
Espey, Ogburn, Espey, and Etsitty (2003) surveyed 107 Navajo Area Indian 
Health Service providers on their IUC knowledge, attitudes, and practices. Of note, 21% 
of the sample was nurse-midwives. The authors used an adapted version of the survey 
done by Kooiker and Scutchfield (1990) and added a Likert scale response to the question 
“Do you recommend the IUC for women in … (insert certain clinical situation)?” (Espey, 
Ogburn, Espey, & Etsitty, 2003, p. 171). The clinical situations assessed were: parity (0 
or ≥ 1), age (< 20 or > 40), number of partners (1 or ≥ 2), desire for future fertility, 
history of abortion, and history of ectopic pregnancy. Responses were scored on a scale 
of 1 to 3, where 1 = recommend routinely, 2 = recommend only if other methods are 
unacceptable, and 3 = never recommend. Psychometrics of the measurement tool were 
not included. The authors found that clinicians were least likely to recommend an IUC to 
younger women [probability ratio (PR) 2.2, range 1.4 to 3.5], those who ever had an 
abortion (PR = 1.7, range 1.3 to 2.3), who desired future fertility (PR = 1.7, range 1.4 to 
2.2), or who had a history of an ectopic pregnancy (PR = 1.6, range 0.8 to 3.4). In terms 
of IUC use and based on their study findings, Espey et al. (2003) stated that “the most 




misperceptions that too narrowly define appropriate candidates for IUC use (Espey, 
Ogburn, Espey, & Etsitty, 2003, p. 173).”  
Harper et al. (2008) conducted a survey of physicians, physician assistants (PAs), 
and NP/CNMs in California (n = 1,246) to assess knowledge and practice patterns 
regarding IUCs. They had a 65% response rate (N = 816). The authors used a self-
administered, written survey. Item responses were assessed via “scale variables” (Harper, 
2008, p. 1361), although it is not clear if this is meant to indicate a Likert scale. The 
authors assessed several areas including: 1) demographics, 2) provider correct practices 
and basic knowledge of IUCs, 3) IUC counseling patterns, 4) provider concerns about 
IUCs, 5) provider views on suitable IUC candidates, and 6) provision and availability of 
IUCs in the providers’ practices. Harper et al. reported support of the reliability the scale 
variable 2 through 5 above when used in this population; with Cronbach’s alphas ranging 
from .77 to .88, but the information on scale validity was unclear.  
Harper et al. (2008) found that nearly half (40%) of providers did not offer the 
IUC as a method of contraception to their patients, and they were even less likely to offer 
it to nulliparous women (46%). Because the authors also assessed knowledge of the 
safety and use of IUCs, they concluded that clinicians in their sample were not likely to 
offer IUCs due to erroneous interpretation of the appropriateness of the method in certain 
subpopulations of women segments (i.e. nulliparous women, post-abortion women, 
women with a history of ectopic pregnancy). The authors reported that limitations of their 
study include its cross-sectional design and that opinions were measured at only one 




Dehlendorf, Grumbach, Vittinghoff, Ruskin, and Steinauer’s (2011) study is the 
only study that surveyed clinicians about their recommendations based on race/ethnicity 
and multiple contraceptive methods. Dehlendorf and her colleagues conducted one study, 
and the findings were published in three reports: the outcome study of IUC 
recommendation based on race/ethnicity and SES, a secondary analysis by patient 
gynecologic history, and a secondary analysis by recommendation of all methods 
(Dehlendorf et al., 2010b; Dehlendorf, Ruskin, Darney, Vittinghoff, Grumbach, & 
Steinauer, 2010c; Dehlendorf, Grumbach, Vittinghoff, Ruskin, & Steinauer, 2011).   
Participants in Dehlendorf et al.’s (2011) study completed a computerized, written 
survey on the likelihood of recommending a contraceptive method to the patient seen in 
one of 18 randomized video vignettes. Participants responded with their 
recommendations for oral contraceptives, the contraceptive ring, the levonorgestrel IUC, 
the contraceptive patch, the contraceptive injection, and the copper IUC on a six point 
scale of -3 to +3, where -3 = strongly recommend against, 0  = neither recommend for or 
against, and +3 = strongly recommend for. As previously described, women were 
depicted as high or low SES and either White, Latina, or African American. The 
gynecologic histories included women who had a previous vaginal delivery and no 
history of sexually transmitted infections (STIs); a woman who had a previous vaginal 
delivery and history of PID; and a nulliparous woman with no history of STIs. 
Psychometrics for the tool were not provided. The 2011 publication did not address 
differences based on race/ethnicity, SES, or gynecologic history. Instead, it examined 




Dehlendorf et al. (2010b) reported that participants were more likely to 
recommend an IUC to high SES women, regardless of race/ethnicity. Participants were 
more likely to recommend an IUC to Black and Latina women than White women, but 
only in low SES women. In White women analyzed alone, participants were more likely 
to recommend an IUC to low SES women. For all gynecologic histories, the three most 
highly ranked methods were the oral contraceptive pill, the contraceptive ring, and the 
levonorgestrel IUC (Dehlendorf et al., 2010c). The most frequently recommended 
reversible methods were the oral contraceptive pill (89%) and the contraceptive ring 
(80%) (Dehlendorf et al., 2011). About half of the overall respondents were likely to 
recommend the levonorgestrel IUC (64%), the contraceptive patch (56%), the 
contraceptive injection (49%), and the copper IUC (45%). This is the only known study 
to ask about provider recommendations for multiple methods and in multiple patient 
scenarios, including race/ethnicity, SES, and patient gynecological history.  
Rubin, Fletcher, Stein, Segal-Gutierrez, and Gold (2011) surveyed a national 
sample of family physicians (N = 3500) to explore their knowledge, attitudes, and 
recommendations for IUCs. They had a 25% response rate (n = 869). The authors created 
a 45-item, self-administered survey containing questions on demographics, IUC training, 
experience with IUC insertion (inserter versus non-inserter), and likelihood of 
recommending an IUC to a woman depicted in one of eight patient scenarios. The 
scenarios were grouped into social and demographic factors: age < 20, not in a 
monogamous relationship, and unmarried; and medical factors: history of abnormal pap, 
history of ectopic pregnancy, remote history of STI or PID, and nulliparity. Participants 




each of the following characteristics?” (Rubin, Fletcher, Stein, Segal-Gutierrez, & Gold, 
2011, p. 473). Responses to this question were on a five-point Likert scale, where 1 = 
very unlikely and 5 = very likely.  Psychometrics were not provided for the tool. 
In their 2011 publication, Rubin et al. stated that IUC inserters were significantly 
more likely than non-inserters to recommend an IUC to women in the patient scenarios 
(inserter M = 2.72 versus non-inserter M = 2.27, p < .001). In a previous letter to the 
editor published in 2010, Rubin, Fletcher, Stein, Gold, and Segal-Gutierrrez provided 
more detailed results of the same study on the patient scenarios; information that was not 
included in the 2011 publication. The authors grouped responses to the Likert scale into 
three categories: 1) very/somewhat likely, 2) neutral, and 3) very/somewhat unlikely. 
Rubin et al. (2010) provided results as a percentage of physicians who would recommend 
an IUC to the woman in the scenario based on the number of physicians who responded 
to the question. Overall, respondents were unlikely to recommend an IUC to women in 
each of the scenarios, and were especially unlikely to recommend an IUC to women in 
the following categories: less than 20 years of age (72.1%), history of abnormal pap 
(73.4%), and history of ectopic pregnancy (73.1%). Respondents were most likely to 
recommend an IUC to women in the following categories: unmarried (35.8%), never 
pregnant (30.9%), and remote history of an STI (34.9%). These percentages are low, 
despite the lack of IUC contraindications in these groups.  The authors concluded that 
physicians may rely on outdated and restrictive criteria to determine appropriate IUC 
candidates, they may misunderstand clinical data, and that their attitudes or 




 Madden, Allsworth, Hladky, Secura, and Peipert (2011) surveyed clinicians in St. 
Louis on their knowledge and attitudes toward IUCs. They received 137 responses out of 
250 mailed surveys (54.8% response rate). The authors used Harper et al.’s, (2008) self-
administered, written measurement tool. Knowledge was assessed via a number of 
variables including prior training, understanding of method side effects, correct use, and 
method safety. The authors asked about appropriateness of the IUC through several 
written patient vignettes. The patients depicted in the vignettes differed in age, parity, 
history of STIs or PID, and whether or not they were monogamous. It is not clear whether 
or not the measurement tool was a Likert scale, and the authors presented the results in 
terms of the percentage of clinicians who were likely to recommend an IUC to the patient 
depicted in the vignette. Psychometrics were not reported.  
Madden et al. (2011) found that most clinicians were likely to recommend an IUC 
to older, parous, married women (98.5%), while only 17% were likely to recommend the 
method to young, never married, nulliparous women. Given the finding on young, 
nulliparous patients, and the fact that the IUC is not contraindicated in nulliparous 
women, the authors concluded that clinicians may not have adequate knowledge of 
appropriate IUC candidates that may result in inadequate contraceptive counseling 
affecting method choice.  
Lawrence, Rasinski, Yoon, and Curlin (2011) conducted a vignette-based factorial 
experiment with obstetrician/gynecologists to assess the likelihood of recommendation of 
tubal ligation. They mailed 1800 surveys and received 1154 total responses, for a 
response rate of 66%. Participants in this study read a vignette of a woman presenting for 




varied. Physicians were asked “how likely would you be to ‘discourage’ the patient from 
having a tubal ligation at this time?” (Lawrence, et al., 2011, p. 107). The authors 
dichotomized results into somewhat/very likely and not very/not at all likely. A second 
question asked the provider to assess the likelihood of performing tubal ligation 
themselves or referring the patient to another provider. There was no mention of 
reliability or validity testing of the tool when used in this population. 
Lawrence et al. (2011) found that physicians’ likelihood of recommending tubal 
ligation was influenced by gravity/parity [odds ratio (OR) 1.4, 95% confidence interval 
(CI) 1.2 – 1.7], age (OR 1.6, 95% CI 1.4–1.9), and the husband’s 
agreement/disagreement (OR 2.3, 95% CI 1.9–2.7); with the latter two variables also 
having a significant two-way interaction effect (OR 0.8, 95% CI 0.7–0.9). The authors 
stated that a vignette may not be ideal in capturing all of the nuances of a clinical 
encounter, and they noted a wide range in the percent of physicians who reported that 
they would discourage a tubal ligation (9% to 70%). Lawrence et al. (2011) noted 
similarities in their findings to those of Harrison and Cooke (1988), reviewed earlier. The 
authors stated that their findings “raise questions about how far the physician’s role 
should extend beyond simply presenting medical information and leaving patients to 
decide for themselves” (Lawrence et al., 2011, p. 109), which may also imply that there is 
difficulty in measurement of provider “recommendations.”    
 Kohn, Hacker, Rouselle, and Gold (2012) surveyed clinicians in the New York 
City area during a clinical meeting. Out of 180 meeting participants, 90% completed the 
survey (n = 162), Twenty percent of the sample was NP/CNMs (n = 32). The authors 




investigator-developed, self-administered, 36-item, 5-point Likert scale survey. There 
were seven knowledge-based questions on IUCs, and nine questions related to the 
likelihood of IUC recommendation to a hypothetical patient with nine different 
characteristics on a scale of 1 to 5, where 1 = very unlikely and 5 = very likely. The nine 
characteristics of patients included parity, history of STIs or PID, not in a monogamous 
relationship, history of abnormal pap smear, age, history of ectopic pregnancy, and status 
as never married. Scores on the likelihood to recommend items were totaled, and a score 
of 45 was indicative of those who would be the most likely to recommend an IUC 
(maximum score of 5 for each of the nine items, 5 x 9 = 45). Psychometrics of the tool 
were not discussed.  
 Kohn et al. (2012) found that the overall mean likelihood of recommending an 
IUC was 27.5 out of 45. Respondent knowledge of IUCs was significantly related to the 
likelihood of IUC recommendation (r = .41, p < .01), and there was a weak but 
significant relationship between respondent older age and IUC recommendation (r = 27, 
p < .05). Similar to the finding of Lawrence et al. (2011), Kohn et al. (2012) found that 
clinicians were not as likely to recommend at IUC to younger, nulliparous women, 
despite having the knowledge that IUCs are safe in that population.  
 In summary, studies of contraceptive recommendation in the context of patient 
vignettes or descriptions, it is evident that there is a lack of consistency in measurement. 
Most studies used a Likert scale, self-administered, written questionnaire newly created 
for the study. Oftentimes, the numbering/naming conventions were unclear, and 
psychometrics of each tool were almost completely absent. Few studies included nurses 




recommendation studies in recent years have been conducted with IUCs. As IUCs are 
regaining popularity among women, many researchers are seeking to understand clinician 
and patient attitudes about this long-term, reliable method, in an effort to continue to 
reduce the high rate of unintended pregnancy in the U.S. (Jones, et al., 2012; Daniels, 
Mosher, and Jones, 2013).   
Cultural Competence Definitions 
 Cultural competence can be described as an ever-evolving ability to recognize, 
acknowledge, appreciate, and grow from an understanding of multicultural issues in 
human interactions. The concept of cultural competence is not specific to health care, and 
there are similar definitions in many other disciplines including psychology, business, 
education, and social work (Chiu & Hong, 2005; Dana, Behn, & Gonwa, 1992; Johnson, 
Lenartowicz, & Apud, 2006; McCallister & Irvine, 2000; Sue, 2001; Williams, 2006). 
For the purposes of this study, only those definitions frequently used in health care will 
be discussed. 
 Attainment of cultural competence in health care is often described as a 
conscious, ongoing process, and not an endpoint (Campinha-Bacote, 2002; Purnell, 
2002). In their oft-cited work, Betancourt, Green, and Carrillo (2002) define cultural 
competence as “the ability of systems to provide care to patients with diverse values, 
beliefs and behaviors, including tailoring delivery to meet patients’ social, cultural, and 
linguistic needs” (p. v). The same authors took their definition one step further in 
explication of culturally competent care as being influenced at multiple levels of health 




patient populations through development of interventions that take into account socials 
and cultural influences on patients’ health.    
 Purnell (2002) described cultural competence as “…the adaptation of care in a 
manner that is consistent with the culture of the client …” (p.193).  Doorenbos, Schim, 
Benkert, and Borse (2005), proposed “… an understanding of cultural competence as the 
demonstration of knowledge, attitudes, and behaviors based on diverse and relevant 
cultural experiences.” (p.326). The Office of Minority Health (2013) uses Cross’s (1989) 
seminal social work definition to define cultural competence as “a set of congruent 
behaviors, attitudes, and policies that come together in a system, agency, or among 
professionals that enables effective work in cross-cultural situations.” The National 
Center for Cultural Competence at Georgetown University also uses an adaptation of 
Cross’s (1989) definition and describes how organizations can move along a continuum 
of cultural competence and champion for valuing diversity. They propose that this can be 
accomplished through conducting self-assessment, managing through the dynamics of 
difference and adapting to the needs of specific communities (National Center for 
Cultural Competence, 2013). 
 Campinha-Bacote’s definition, introduced in Chapter I, and all of the afore-
mentioned cultural competence definitions are similar in that they assume that the process 
of cultural competence is inclusive of individuals in practice behavior as well as systems 
in development of policy. These definitions also refer to cultural competence as an 
ongoing process to which there is no definitive end. Due to the complexity of defining 
such a multi-faceted phenomenon, many cultural competence models and theories have 




Cultural Competence Models in Nursing 
 The concept of cultural competence has roots in the two independent terms of 
“culture” and “competence.” Culture can be recognized and defined by the outwardly 
visible attributes of age, gender, social class, ethnicity, race, and language; but also by the 
invisible attributes of beliefs, attitudes, role orientations, values, and preferences of a 
certain group of people (Cooper, Beach, Johnson, & Inui, 2006). Another definition of 
culture is “that complex and whole which includes knowledge, belief, art, morals, law, 
customs, and any other capabilities and habits acquired by man as a member of society” 
(Tylor, 1871, as cited in Campinha-Bacote, 2007).  Culture can be thought of as the 
underlying common thread among groups of people, and it “includes a wide range of 
social behaviors, values, attitudes, and shared symbols that most people take for granted 
as part of the general background of their lives” (Schim, Doorenbos, Benkert, &Miller, 
2007, p. 104).  Culture is distinct from but can be inclusive of race or ethnicity.  
 Benner (2001) defined competence in nursing as using capability and 
performance to conduct the job of nursing with desirable outcomes, a definition widely 
used in nursing. This is similar to Miller’s (1990) competence framework in which a 
successful clinical assessment includes the practitioner’s ability to know a problem, to 
know how to correct a problem, to show how he/she will correct the problem, and then to 
actually do the work. Both of these definitions of competence assume that there is set of 
behaviors that will result in a favorable outcome, and knowledge for the sake of 
knowledge is irrelevant. In other words, knowledge in action or knowledge applied will 




concepts of culture and competence will be reviewed together as the combined concept of 
“cultural competence.” 
  Transcultural studies in nursing can be traced back to the initial work of 
Madeleine M. Leininger. Leininger’s “Sunrise Model” for culturally-sensitive care (see 
Figure 2) was developed from decades of work on the implications of cultural awareness 
by practicing nurses (Leininger, 1991). Leininger firmly believed that heightened 
awareness and knowledge of cultural differences could enhance patient care through 
more effective, caring nursing practice (Leininger, 1991).  
Although not initially coined explicitly as a cultural competence model, 
Leininger’s work served as the basis for future cultural competence theorists such as 
Purnell, Giger and Davidhizar, Campinha-Bacote, Pacquiao , Schim and Doorenbos, and 
many others. These models will be discussed because they are quite frequently referenced 
by nurse scholars.   
The Purnell Model for Cultural Competence is based on an assumption that 
effective health care reflects the unique understanding of values, beliefs, attitudes, 
lifeways, and worldviews of populations and individual acculturation patterns (Purnell, 
2002, see Figure 3). Purnell (2002) proposed that cultural competence is centered on deep 
understanding of a person, their family, and their community. This rather complicated 
model provides 19 assumptions and 12 domains to be considered when assessing 
individuals or organizations for their level of cultural competence. It has been translated 








Figure 2. Leininger Culture Care Theory (Leininger, 2002, used with permission).  
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The Giger and Davidhizar Transcultural Assessment model (2002, see Figure 4) is 
based on the theory that attainment of cultural competence occurs when nurses 
understand and use theoretical models of culturally appropriate care to guide their 
practice (Giger & Davidhizar, 2002).  The developers acknowledge that “Cultural 
competence connotes a higher, more sophisticated level of refinement of cognitive skills 
and psychomotor skills, attitudes, and personal beliefs” (Giger & Davidhizar, 2002, p. 
187). There is no specific assessment tool for this model; however the developers report 
that the model has been used as the theoretical basis of studies in which other cultural 
competence assessments have been used.  
Campinha-Bacote introduced the Culturally Competent Model of Care model in 
1991, outlining four important constructs involved in the process of culturally competent 
care: cultural awareness, cultural knowledge, cultural skill, and cultural encounter 
(Campinha-Bacote, 2007). The model was revised in 1998 to include the fifth construct 
of cultural desire. Campinha-Bacote recognized that the original four constructs could not 
be fully realized by someone who did not have the internal desire or motivation to 
provide culturally competent care. Currently, the model is depicted symbolically by 
Campinha-Bacote (2007) as a volcano, with the “eruption” of cultural desire leading to 
“genuinely seeking cultural encounters, obtaining knowledge, possessing the skill to 
conduct culturally sensitive assessments and being humble to the process of cultural 
awareness” ( p.16, see Figure 5).  Campinha-Bacote’s (2007) Inventory for Assessment 
of the Process of Cultural Competence (IAPCC-R©) is designed to measure levels of 







Figure 4. Giger and Davidhizar Transcultural Assessment, adapted, used with permission 








Figure 5. The Process of Cultural Competence in the Delivery of Healthcare Services 
Copyrighted by Campinha-Bacote 2010 Reprinted with permission from Transcultural 
C.A.R.E. Associates. 
 
The 3-D puzzle model of culturally congruent care was originally developed in 
the early 1990’s and has been refined over the years to its current form (Schim, et al., 
2007). The coupled term of cultural congruence was specifically selected as opposed to 
cultural competence because the theorists stress the importance of the interplay between 
the provider and the patient in a health care encounter, and provider cultural competence 




provider cultural: 1) awareness, 2) diversity, 3) knowledge, and 4) competence. The 
model is depicted in Figure 6. Schim et al. (2007) proposed that these provider-level 
constructs have been clearly explicated through their own theory as well as other cultural 
competence theories. According to the model, “cultural competence changes over time, in 
response to changes in individual diversity experiences: gaining awareness and 
sensitivity, learning skills, and expanding abilities” (Schim, et al., 2007, p. 107). Schim et 
al. stated that the client/patient level in a culturally congruent exchange has not yet been 
realized, thus it is depicted as a relative unknown, in the form of a shadow, in their 
model. The model is tested through the Cultural Competence Assessment (CCA), which 
was developed by the same theorists and will be reviewed in more detail in a later 
section. 
 
Figure 6. 3-Dimensional Puzzle Model of Culturally Congruent Care3-Dimensional 






   
 
Figure 7. Pacquiao’s Model for Ethical Decision-MakingPacquiao’s Model for Ethical 





Pacquiao’s model of Ethical Decision Making reflects the theory that effective 
health care’s main attributes rest in human rights, ethics, and cultural competence 
(Pacquiao, 2008). Assumptions of Pacquiao’s model (Figure 7) include that culturally 
competent care is a basic human right and is, by necessity, ethical care. Cultural 
competence in this model needs to be present at the levels of the health care provider, the 
organization, the community and society. According to Pacquiao (2008), practitioners 
achieve the highest level of cultural competence when they are able to set their own 
cultural identity aside and adjust freely to a range of cultural beliefs.  
Several models covered in this section point to the conclusion that there is a 
continuum in attainment of cultural competence, and all make some reference to cultural 
competence as an evolving process to which there is no end. See Table 1 for further 
explanation of the “levels” or “phases” of cultural competence as proposed by some of 
these theorists. Assessment of HCP cultural competence is based on the theory that 
awareness of one’s cultural competence will lead HCPs to seek opportunities to improve 
their intercultural skills, and ultimately to improve patient care (Campinha-Bacote, 2002; 
Giger & Davidhizar, 2002; Leininger, 1991; Purnell, 2002).   
In summary, there are several cultural competence theories that have been used in 
the field of nursing. While each one is distinct in its approach, the underlying theme of all 
of them is that acknowledgment and awareness of cultural differences can influence 
patient care. A distinction between theories, however, is the importance placed on 






Table 1  




Assessment of Individuals 







Model, 1988 – 
revised in 1999 
 
Patients are culturally unique.  




3. Social organization 
4. Time 
5. Environmental control 
6. Biological variations 
 
 
No distinct phases of 
development of cultural 









3. Family roles 
4. Workforce issues 
5. Bioculutral ecology (skin 
color, body habitus 
differences) 
6. High risk behaviors 
7. Nutrition 
8. Pregnancy and Birth 
9. Death rituals 
10. Spirituality 
11. Healthcare practice 
















Table 1, Continued  
Model Name, 
Year Developed 
Assessment of Individuals 





Model of Care 
(Campinha-
Bacote),  1991 – 
revised in 1998 
 
Providers are assessed according to 
five constructs: 
1. Cultural encounter 
2. Cultural skill 
3. Cultural awareness 
4. Cultural knowledge 











Implementation of strategies to be 
assessed include: 
1. Cultural care preservation or 
maintenance 
2. Cultural care 
accommodation or 
negotiation 
3. Cultural care repatterning or 
restructuring 
Outcomes are measured 
beyond the individual level 
and span to the holistic 






congruent care - 
Schim & 
Doorenbos, 2003 
Providers are assessed according to 
four constructs: 
1. Cultural awareness 
2. Cultural diversity 
3. Cultural knowledge 
4. Cultural competence 
No distinct phases listed, 
but higher scores on the 
assessment tool, the CCA*, 
are associated with higher 





Note. References for this table include Campinha-Bacote (2002), Doorenbos et al 
(2007), Giger and Davidhizar (2002), Pacquiao, 2008, Purnell (2002), Schim et al 




Cultural Competence in Health Care Practice 
With the development of supporting theories, cultural competence has emerged as 
an important aspect of health care provider education and awareness in recent years 
(Dedier, Penson, Williams & Lynch, 1999; van Ryn & Heaney, 1997). In 2002, the 
Institute of Medicine (IOM) released a report called “Unequal Treatment: Confronting 
Racial and Ethnic Disparities in Health Care” (Smedley, Stith & Nelson, 2002). The 
authors drew attention to the differential and lower quality of treatment received by 
minorities in the U.S.. They urged health care providers, insurance agencies, and policy 
makers to increase their awareness of minority health disparities. To this end, Betancourt, 
et al., (2002) provided a framework for success in obtaining clinical cultural competence 
that includes 1) awareness of social and cultural factors that impact health behaviors and 
beliefs, 2) provider training and tools to manage social and cultural factors, and 3) 
encouraging active partnership between patients and providers. 
 Frameworks such as the one proposed by Betancourt et al (2002) have supported 
and spawned the development of cultural competence guidelines and practice standards. 
These standards focus on the importance of culturally competent care, access to language 
services, and organizational support for staff cultural competence (Office of Minority 
Health, 2001).  Similarly, de Leon Siantz and Meleis (2007) proposed that policies should 
be developed to encourage interdisciplinary partnership in cultural competence education, 
and both education and the benefits to health care should be formally evaluated.  
 One such program meeting these criteria is the culturally and linguistically 
appropriate services (CLAS) standards by the Office of Minority Health. The CLAS 




2013). Their purpose is to provide a “blueprint” for care that takes into account patient 
culture. A major revision to the standards in 2013 was the expansion of the definition of 
culture to include geographical, religious and spiritual, biological, and sociological 
characteristics; in addition to racial, ethnic, and linguistic descriptors that comprised the 
previous definition. Other changes include the expansion of the recipients of CLAS 
standards from patients/consumers to individuals/groups, and explication of the definition 
of health as physical, mental, social, and spiritual well-being (Office of Minority Health, 
2013). The CLAS standards have prompted legislation in at least six states, where 
cultural competence education has become mandatory for health professionals.  
 Another relevant program is the National Center for Cultural Competence 
(NCCC) at Georgetown University. The mission of the NCCC is to promote health and 
mental health equity through development of programs that will address growing 
diversity and persistent disparities. The NCCC offers resources to health care providers 
including cultural competence assessment tools, on-line courses, data vignettes to 
personalize patient stories, and a consultant pool. Current projects for the NCCC are 
related to addressing disparities in care of children and youth with special needs, sudden 
unexpected infant deaths, workforce development, and child and youth mental health. 
NCCC projects are often partnerships with existing campaigns (e.g., Back to Sleep) to 
increase the use of culturally and linguistically competent approaches, and to promote the 
development of cultural competence policies within existing organizations. 
 The Joint Commission (TJC) implemented patient-centered communication 
standards in July, 2012.  These standards include provision of culturally and linguistically 




moving forward. TJC provides extensive resources for clinicians on patient-centered 
communication including roadmaps for implementation, a video on the standards and 
health care equality, and tools pertaining to health literacy. One of the most 
comprehensive resources is a research report titled One Size Does Not Fit All: Meeting 
the Healthcare Needs of Diverse Populations (Wilson-Stronks, Lee, Cordero, Kopp, and 
Galvez, 2008). This report stemmed from a qualitative, cross-sectional survey of 60 
hospitals in the U.S., and it offers a framework for meeting the needs of a diverse patient 
population. The four main tenets of the framework are for organizations to: 1) build 
cultural competence policies and procedures, 2) accommodate the needs of special 
populations, 3) actively collect data on their progress, and 4) seek opportunities to 
collaborate with other organizations with the same goals (Wilson-Stronks, et al., 2008).  
Nursing has prioritized cultural competence as an important aspect of education, 
as evidenced by numerous academic institutions’ adoption of related content in modern 
curriculums and position statements by the American Nurses Association (ANA) on 
discrimination (1998) and cultural diversity (1991). The Office of Minority Health (2013) 
provides a website for nurses called Culturally Competent Nursing Care: A Cornerstone 
of Caring. This website provides nurses with continuing education credits in CLAS 
called the Culturally Competent Nursing Modules (CCNMs), which are endorsed by the 
ANA. Some CCNM  learning objectives include development of self-awareness of the 
potential for bias in nursing care, understanding the concepts of CLAS standards, and 
increasing skills in implementation of CLAS standards.  
It is intended that programs and policies like those reviewed in this section will 




(Burgess, van Ryn, Dovidio, & Saha, 2007). This study is aligned with the second 
CCNM objective to increase awareness of the potential for bias that may influence 
NP/CNM contraceptive counseling. Part of the ongoing commitment to cultural 
competence programs, however, is also measurement of their effectiveness, including 
individual assessment of cultural competence.  
Measurement of Cultural Competence 
 To assess the value of implementing educational programs and policies, health 
care researchers have used a variety of measurement tools, including cultural competence 
assessments. At least 54 cultural competence measurement tools have been developed in 
disciplines such as nursing, medicine, psychology, and sociology, but there is no single 
tool that is identified as superior to the others (Krentzman & Townsend, 2008; Kumas-
Tan, Beagan, Loppie, MacLeod & Frank, 2007). The most frequently used tool in nursing 
is the Inventory for the Assessment of the Process of Cultural Competence - Revised 
(IAPCC-R©). Unfortunately, the developer assesses a fee of $8 per tool (per person), 
whether administered electronically or as paper-and-pencil. The high cost was prohibitive 
in this dissertation and has been identified as such for at least one other (Campinha-
Bacote, 2002; Hardy, 2011). The Cultural Competence Assessment (CCA) has gained 
popularity since its introduction in 2003, and the addition of the social desirability 
measure to the scale makes it an attractive alternative to the IAPCC-R® (Doorenbos, et 
al., 2005; Krentzman & Townsend, 2008; Schim et al., 2003). The CCA will be reviewed 
extensively in Chapter III. Others tools frequently used in nursing that have been 




 CAS/EAS. The Cultural Attitude Scale (CAS, not to be confused with the CAS 
subscale of the Cultural Competence Assessment, which bears the same acronym ) was 
first developed in 1979 by Bonaparte, was later revised in 1993 by Rooda, and has been 
renamed the Ethnic Attitude Scale (EAS). It is sometimes referred to as the CAS/EAS. 
This pencil and paper tool requires an individual to read three vignettes (White, African 
American, and Hispanic) and respond to 20 questions on each (60 items total). The items 
are scaled on a five-point Likert with responses ranging from strongly agree (1) to 
strongly disagree (5). Scores on each vignette range from 20 to 100, with higher scores 
indicating a more positive attitude toward the patient depicted in the vignette. Factor 
analysis of the CAS/EAS revealed three significant factors assessed by the tool: nursing 
care-patient interaction, cultural health behavior, and cultural attitudes and beliefs 
(Bonaparte, 1979). The CAS/EAS does not overtly refer to a theoretical framework and is 
based on Bonaparte’s clinical experience and literature reviews. Evidence fails to 
consistently support reliability with Cronbach’s alphas ranging from .57 to .95 
(Bonaparte, 1979; Jones, et al., 2004; Kumas-Tan et al., 2007; Smith, 1998). 
CSES. The Cultural Self-efficacy Scale (CSES) was first developed in 1987 by 
Bernal and Froman for use in nursing and was revised in 1993. Development of the CSES 
was based on Bandura’s social cognitive theory and model of self-efficacy. Bernal and 
Froman (1987) proposed that nurses’ perceived confidence in caring for people of 
different cultures is an important component in how they think about and approach the 
task. The CSES is a 26-item, paper and pencil tool with responses in a five-point Likert 
scale with ranges from very little confidence (1) to quite a lot of confidence (5). 




of cultural concepts such as ethnicity versus culture, 2) knowledge of the behaviors and 
beliefs of African American, Hispanic, Asian, and Native Americans; and 3) use of 
nursing skills such as using an interpreter, creating a genogram, and taking a life history. 
Scores ranging from 1 to 5 are averaged for each subscale, with higher scores indicating 
higher levels of confidence. An integrated review by Coffman, Shellman and Bernal 
(2004) supported the reliability of the CSES. The Cronbach’s alpha mean was .95, with a 
range of .86 to .98 in six reports. This review also provided support for the validity of the 
CSES, particularly the construct validity of self-efficacy, and test-retest reliability 
(Coffman, Shellman & Bernal, 2004).   
IAPCC-R©. The IAPCC© was developed by Josepha Campinha-Bacote in 1998, 
revised in 2002, and renamed the IAPCC-R© (with the “R” denoting it was revised). It is 
the most frequently used cultural competence measurement tool in nursing (Kumas-Tanet 
al., 2007). The IAPCC-R© is a 25-item, paper-and-pencil format questionnaire. It 
contains five subscales of cultural awareness, cultural knowledge, cultural skill, cultural 
encounters, and cultural desire; each with five questions, and it takes about 10-15 minutes 
to complete (Campinha-Bacote, 2010). The responses to each item range from very aware 
to not aware, strongly agree to strongly disagree, very knowledgeable to not 
knowledgeable, very comfortable to not comfortable, and very involved to not involved. 
Respondents circle their response; the scale does not include number anchors. The 
investigator uses a scoring key to allocate points for each response, with a possibility of 
one to four points per response. For example, a response of very involved would receive 
four points, and a response of not involved would receive one point. Scores are summed, 




competence (Campinha-Bacote, 2010). The subscales are summed in the same way, with 
a possible range of 4-20 points for each one. Campinha-Bacote’s private consultation 
service, Transcultural C.A.R.E. Associates (TCA) hosts a website where all known 
unpublished studies and publications using the IAPCC-R© are listed (Campinha-Bacote, 
2010).  The psychometric properties of the IAPCC-R©, as found in these studies, can be 
found on this website. Findings of national and international studies support the internal 
consistency reliability of the IAPCC-R©, with Cronbach’s alphas ranging from .72 to .91  
for the total scale (Riley, 2010). Construct, content, and face validity have been 
documented in the literature (Capell, Dean & Veenstra, 2008; Campinha-Bacote, 2010).   
CCA. The CCA was originally based on the Schim and Miller Cultural 
Competent Model (SMCCM) and is now based on the revised SMCCM known as the 3-
D puzzle model of culturally congruent care (Doorenbos, et al., 2004; Schim, et al., 2003; 
Schim, et al., 2004).  The CCA is a paper-and-pencil tool and takes about 20 minutes to 
complete. It is made up of both scaled and non-scaled items. The non-scaled items 
include questions related to diversity experience, community of service, overall self-
reported cultural competence, age, self-identified race/ethnicity, education level, prior 
diversity training, and current role. The two subscales of the CCA include a measure of 
Cultural Competence Behaviors (CCB), and a measure of Cultural Awareness and 
Sensitivity (CAS). The CCA also includes 13 scaled items from the Marlowe-Crowne 
Social Desirability Scale, Form C (MCSDS – Form C). Initial studies provide support of 
the instrument’s reliability, with Cronbach’s alphas ranging from .86 to .90 for the scale 
as a whole, .88 to .94 for the CCB scale, and .64 to .76 for the CAS subscale. Validity of 




(Doorenbos, et al., 2004; Schim, et al., 2003; Schim, et al., 2004). The psychometric 
properties of the CCA will be described in full detail in Chapter III. Its use in research 
studies will be described next.  
There are multiple tools available to measure cultural competence, and only those 
used frequently in nursing were reviewed here. No one tool is perfect, and each one has 
its positive and negative features. The CCA was selected as the measurement tool for this 
study due to cost and emerging support for its usefulness in nursing.   
Use of the CCA in Measurement of Cultural Competence  
 The CCA has been used in relatively few research studies to date, but there is 
initial support for its reliability and validity. The psychometrics of the tool and its two 
development studies will be reviewed extensively in Chapter III. A Web of Science 
search stemming from the hallmark publication for the CCA was used to find all research 
studies where the CCA was used, in any discipline. Further searches were conducted in 
Google Scholar and PubMed. Six total research studies were found, including two 
doctoral dissertations. In this section, the purpose, design, results, and implications of the 
known research studies using the CCA will be discussed.  
 Starr and Wallace (2009) conducted a descriptive, exploratory study in the 
southeastern U.S. to examine public health nurses’ (PHNs, N = 31) perceptions and levels 
of cultural competence. Participants in the study completed the CCA and answered three 
open-ended questions related to their personal experiences and perceptions of culturally 
competent health care. Starr and Wallace found that the nurses’ responses to the open-
ended questions corresponded with the responses on the CCA. For example, one question 




they did recognize barriers. In response to an open-ended question, 13 nurses cited 
language and lack of interpreters as a significant barrier to their own ability to provide 
culturally competent care.  In their analysis of variance, the authors found that scores on 
the CCB subscales were significantly correlated with a nurse having attended a 
professional development course on cultural competence [Behaviors: F (4.5), M = 4.9, 
SD = 1.08, p = .044, Competence:  F(4.3), M = 5.4, SD = ,78, p = .05], while scores on 
the CAS subscale [F (5.5), M = 6.4, SD = .38, p = .027] and overall cultural competence 
subscale [F (56.3), M = 5.7, SD = .72, p = .02] were significantly related to having 
completed an on-line course on the topic. Results of the MCSDS – Form C, which will be 
described in greater detail later in this chapter, indicated low social desirability 
responding. Unlike other studies, Starr and Wallace did not find an association between 
cultural competence and education level (Schim, et al., 2003; Doorenbos et al., 2005). 
The authors concluded that the nurses in their study had positive knowledge and attitudes 
about cultural competence, but they were not able to translate that knowledge into their 
individual behaviors and clinical practice. Limitations of this study include the small 
sample size and the relatively homogenous sample set in the southeast (74% Whites, 60% 
with a bachelor’s degree).  
 Marra, Covassin, Shingles, Canady, and Mackowiack (2010) used the CCA in a 
cross-sectional survey of athletic trainers across the U.S. and internationally (N = 3102).  
The authors sought to understand cultural competence levels of ATs and its relationship 
to race/ethnicity, sex, years of athletic training experience, and National Athletic 
Trainers’ Association (NATA) district. Unfortunately, the authors revised the scale for an 




psychometrics for the revised tool when used in this sample. Although this is not a study 
of health care providers, it is included as part of this review because the CCA is still very 
new in development, and it was important to review all existing data using the CCA.  
Marra et al (2010) found that athletic trainers were culturally competent, as 
evidenced by moderate overall CCA scores (M = 4.80 ±1.51 out of 7.0, which they also 
expressed as a percentage equaling 68.5%, and high scores on the CAS subscale (M = 
5.65 ± 0.526, or 80.7%). The athletic trainers achieved somewhat lower scores on the 
CCB subscale (M = 3.95 ± 1.51, or 56.4%). Self-report of cultural competence was much 
higher (M = 4.52 ±0.63 out of 5.0, or 90.4%), indicating a disconnection in this group 
between perceived cultural competence, measured cultural competence, and behaviors. 
The authors found statistically significant differences in cultural competence scores 
between men and women (p < .001) and race/ethnicity (p = .01), with women and 
multiracial/other and Black/African American athletic trainers scoring higher on the 
CCA, respectively. There were no differences by years of experience or NATA district. 
The authors reported that previous diversity training was associated with higher CCA 
scores, but no statistics were provided. Clearly, this study was limited by the lack of a 
description of the revised tool and information about the reliability of the results. The 
authors also chose to describe scale results in terms of percentages, which has not been 
done by others and it relevance is unclear. Marra et al (2010) acknowledged that there is 
little to no research on cultural competence of athletic trainers, and this study may serve 





 In their cross-sectional, descriptive study, Benkert et al. (2011) used structural 
equation modeling to predict culturally competent behaviors in a group of 474 
underrepresented NP/CNMs: non-Hispanic White males, African American males and 
females, and Asian American males and females. Their work was informed by the 3-D 
puzzle model of culturally congruent care, and all participants completed the CCA, 
including the MCSDS – Form C, a scale of rationing health resources, a life experiences 
scale, and a demographics questionnaire (Schim, et al, 2003; Doorenbos et al., 2005). The 
authors found that previous diversity training and life experiences with culturally diverse 
patients were antecedents to CCBs, but social justice beliefs were not. They also found a 
correlation between social desirability and NP CCBs (r2 = .22, p ≤ .001), especially in 
females; but no correlation between social desirability and cultural competence 
sensitivity/awareness (r2 = .01).  This is the first known study measuring social 
desirability in the context of cultural competence in NP/CNMs. The 3-D puzzle model 
was a good fit for the data in all three ethnic groups, but the authors noted that 
generalizability is limited due to the small numbers of practicing NP/CNMs who fall 
within those three groups.    
 In a doctoral dissertation published in 2011, Hardy used a descriptive, 
correlational design to explore cultural competence and racist attitudes of direct patient 
care registered nurses in Nebraska. She used critical social theory and Leininger’s (1991) 
theory of culture care diversity and universality to guide her research. Hardy (2011) 
hypothesized that nurse-patient interaction would be compromised by racist attitudes, and 




 In Hardy’s (2011) dissertation, a mixed random and convenience sample of 139 
nurses completed the CCA, the MCSDS – Form C, a demographics questionnaire, and 
the Quick Discrimination Index (QDI) that contains two subscales: the Cognitive Racist 
Attitude Survey (CRAS), and the Affective Racist Attitude Survey (ARAS). All surveys 
were completed on-line. Hardy found that direct patient care registered nurses in this 
study did not score highly for cultural competence per the CCA (Range = 2-30; M = 
20.50, SD = 3.08), and they had higher scores on cultural awareness and sensitivity 
(CAS) subscale than the cultural competence behaviors (CCB) subscale (CAS = M = 
6.10, SD = .46; CCB = M = 4.86, SD = 1.23). The only demographic that was positively 
associated with overall cultural competence as assessed by the CCA was age (β = .301, 
p=.025).  
In evaluation of the QDI, scores on the CRAS and ARAS indicated that the direct 
patient care registered nurses had some racist attitudes [CRAS (range = 9 to 45) M = 
28.81, SD = 5.73; ARAS (range = 7 to 35) M = 24.97, SD = 4.14], and this tendency was 
higher in Blacks compared to Whites (CRAS p = .001, ARAS p = .009). Racist attitudes 
were also higher in older nurses [CRAS (β = -.140, p = .038)] and nurses with more 
experience [ARAS (β = -.374, p = .003). There was a weak correlation between cultural 
competence and racist attitudes [CRAS (r = .239, n = 203, p = .001, significant at .01 
level, 2-tailed), ARAS (r = .207, n = 206, p = .003, significant at .01 level, 2-tailed)], 
“giving rise to the possibility that nurses could function in a culturally competent manner, 
exhibit culturally competent behaviors, but still harbor racist attitudes with the potential 




Based on the study’s findings, Hardy (2011) recommended that nurse researchers 
continue to address the problem of racism and explore cultural competence in nurses. She 
advocated for further psychometric testing of the CCA, in particular for an assessment of 
the response to the item on the CCA asking individuals to assess their current level of 
cultural competence and the potential predictive value of the overall CCA results. This 
could provide insight regarding any differences between perceived and actual cultural 
competence. A limitation of this study was that the sampling procedure was modified 
from random to convenience sampling after the study start due to lack of sufficient 
enrollment.  
 Heitzler (2011) evaluated the effect of on-line continuing education (CE) on the 
cultural competence of WHC nurses in the U.S. Using a pre-test/post-test design, she 
assessed nurses’ (N = 190) scores on the CCA after they participated in a control group of 
no CE (n = 66) or in one of two kinds of on-line CE,  socially isolated (n = 63) or 
interactive (n = 61). Ninety-three participants completed both the pre-test and post-test 
CCA and were included in the final analysis. Heitzler also explored the relationships 
between: (a) social desirability and self-reported level of cultural competence, (b) the 
level of educational attainment and cultural competence level, and (c) having previous 
cultural diversity training and level of cultural competence. 
 A repeated measure ANOVA showed no main effect of type of training and 
scores on the CCA. A follow-up ANCOVA, using pre-test CCA scores as a covariate, 
revealed a significant difference between the three groups on post-test CCA scores [F (2, 
61) = 5.20, p = .008, observed power = .81]. Heitzler (2011) also found that the control 




isolated group (M = 5.85, p = .006). She found no correlation between CCA scores and 
education or previous cultural diversity training. There was a small positive correlation 
between pre-test CCA and social desirability (r = .219, p = .012). Strengths of this study 
included its clear theoretical basis, its good matching of participants to U.S. nurse 
race/ethnicity demographics, and its robust study methodology. Limitations included that 
the intervention required on-line access, lack of results for the CCA’s subscales, and a 
high attrition rate from the initial sample of 190. 
 Starr and Wallace (2011) conducted a quantitative, descriptive study to assess 
community-based nurses’ (n = 71) cultural competence and clients’ (n = 69) perceptions 
of the nurses’ communication, decision-making styles, and interpersonal styles in central 
and western North Carolina. The nurses completed the CCA, and the clients completed 
the Interpersonal Processes of Care Survey: Short Form (IPC 18). Reliability of the tool 
in this sample was supported by sufficient reliability estimates for the entire scale at α = 
.84, for the communication domain, α = .74, for the decision-making domain, α = .75, 
and for the interpersonal style domain, α = .84. For the CCA, α = .86, for the CAS α = 
.64, and for the CCB α = .88, also in support of the reliability of the CCA in this sample. 
The authors found that reported domain means on the IPC 18 indicated that patients had a 
generally positive experience with the nurses who cared for them as evidenced by high 
scores on in the domains of communication (M = 4.46; SD = .6), participatory decision-
making (M = 4.04; SD = 1.2), and positive interpersonal styles (M = 4.59; SD = .72) 
(Starr and Wallace, 2011, p. 64). Nurse CCA scores indicated a moderate level of overall 
cultural competence (CCA: M = 5.53; SD = .67), a moderate level of culturally competent 




and sensitivity (CAS: M = 5.97; SD = .42). In this study, there was general agreement 
between clients’ reports of nurses’ care as culturally competent and nurses’ self-report 
and assessment of cultural competence. A weakness of this study was use of a 
convenience sample, and those who considered themselves culturally competent may 
have been more likely to volunteer. A measure of social desirability was not used in this 
study, which would have added to the depth of the discussion.  
 In this section, the six known research studies using the CCA were reviewed. The 
studies employ mostly cross-sectional designs (Benkert et al., 2011; Hardy, 2011; Marra 
et al., 2010; Star and Wallace, 2009; Starr and Wallace, 2011). Only one was 
interventional and employed a pre- and post-test interventional design (Heitzler, 2011). 
Given that the instrument is still relatively new, cross-sectional designs in which the 
psychometric properties of the tool are described in detail are appropriate and add value 
to the understanding of the usefulness of the CCA. The sample sizes are adequate to 
provide meaningful interpretation of the results, ranging from small (n = 32 in Benkert et 
al., 2011) to quite large (N = 3102 in Marra et al., 2010). The populations studied thus far 
are primarily health care providers (nurses, certified nurse midwives, nurse practitioners), 
and future studies of other professionals, as in Marra et al.’s (2010) study of athletic 
trainers, would add to the understanding of the usefulness of the CCA in non-health care 
provider settings. Analysis of the measures of internal consistency generally support the 
CCA as a reliable instrument (Cronbach’s alpha ranged from .86 to .90), along with its 
subscales (CAS Cronbach’s alpha ranged from .64 to .76, CCB ranged from .88 to .94). It 




compared to the CAS, and this warrants further investigation. As will be discussed in 
Chapter III, factor analysis of both subscales support their validity.  
 In general, the participants who completed the CCA as part of these studies were 
found to have moderate to high levels of cultural competence, and in almost all studies, 
use of culturally competent behaviors were found to be lower than levels of cultural 
awareness. This has the potential to be an important piece of information in future 
studies. How do nurses enact cultural competence knowledge and translate it into 
culturally competent behaviors at the bedside? 
Cultural Competence as Applied in Women’s Health Care 
Literature review. To understand the state of the science in cultural competence 
in WHC nursing, a systematic literature review was performed using the search engines 
Google Scholar, PubMed, and CINAHL. Search terms included cultural competence, 
women’s health, and nursing.  Due to the plethora of research on this topic over the past 
several decades, the minimum criteria for inclusion was limited to studies published in 
the last decade, since 2003. Further criteria for inclusion in the review was inclusion of 
nurses in the study sample or discussion, studies conducted in the U.S., studies of 
perceptions of cultural competence from either the patient or provider perspective, and 
studies within women’s reproductive health. The search yielded 14 studies meeting all 
criteria. This section will review the purpose, sample, brief methodology, results, 
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Denham (2003) conducted a descriptive study to explore abuse experiences in 
pregnant women (n = 247) and their healthcare workers (HCW, n = 91) in two 
Appalachian communities in Ohio. Most of the HCW sample was nurses (89%). Denham 
also sought to understand if HCW who grew up in Appalachia and reported abuse were 
adequately prepared to assess their patients for abuse. All participants completed The 
Mother Survey and the Healthcare Worker Survey, both created by the author and used 
for the first time in this study. Questions pertained to childhood abuse, violent treatment 
during childhood, sexual abuse, and abuse during pregnancy. Denham’s results indicated 
that more HCW reported ever having experienced sexual abuse compared to the pregnant 
women (21.1% versus 17.6%), and 14.6% of pregnant women reported abuse in their 
current pregnancy. Less than half of the HCW (40.7%) had formal education to help care 
for abused patients, and over 83% of the HCW surveyed said that more education was 
needed. Denham posed compelling questions as to how culturally similar nurse/patient 
relationships may be complicated by shared experience and geographic isolation. For 
example, do nurses in rural Appalachia see abuse as a cultural norm? If a nurse was 
abused herself, does seeing herself reflected in her patient hinder her from providing 
optimal care? Denham’s study adds to the understanding of one such community’s 
experience with abuse, but the surveys used were not validated, and psychometric 
properties were not mentioned. While a complete discussion of abuse and its far-reaching 
health effects are beyond the scope of this paper, abuse is an important aspect of 
women’s health in the reproductive years. The prevalence of abuse in the U.S. has been 




percentages are even higher in pregnant women and in rural communities like Appalachia 
(Thompson et al., 2006; Tjaden & Thoennes, 2000).  
Cassata and Dallas (2005) conducted a qualitative, descriptive study in the 
Chicago area to explore WHC nurses’ (N = 24) attitudes toward caring for childbearing 
adolescents. Moderators facilitated focus groups with a semi-structured interview and a 
card sort of statements containing assumptions about adolescent childbearing. Three 
themes emerged from the discussion, each relating to perceptions of cultural difference, 
cultural conflict, and cultural chasm. Nurses reported difficulty in caring for adolescents 
from a different race/ethnicity than their own. Nurses wanted to know that their efforts 
were valued and would make a difference to the new mother and her baby. They were 
frustrated when family members assumed control over the adolescent and her infant, even 
if this extended family care model was a cultural norm. Some nurses approached patients 
with a one-size-fits-all mentality and were disillusioned when an adolescent did not 
subscribe to her recommendations. For example, one nurse quote was: “Our job is to 
break down culture. No matter how hard I teach the minute I leave they go back to their 
cultural way!!!” (Cassata & Dallas, 2005, p. 75). The authors provided no theoretical 
basis for the study, and some supportive background statements on minority 
demographics are not referenced. The emergent themes were not clearly explicated, and 
the reader was left to determine which findings are associated with each theme. Although 
the study offers insight into nurses’ attitudes toward childbearing adolescents, adherence 
to the rigors of qualitative methods was lacking. 
Esposito (2005) conducted a qualitative, descriptive study to examine 




their providers in New York City. Esposito conducted focus groups with patients (n=40) 
and a separate focus group with providers (n=6, five of whom were NP/CNMs). An 
example guiding question for the patient groups was: “For a woman around the time of 
menopause, what would a good healthcare experience be like?” (Esposito, 2005, p. 38). 
An example guiding question for the provider group was: “Are there differences related 
to menopause between the general population and immigrant Hispanic women?” 
(Esposito, 2005, p. 39). The author conducted diagramming and concept mapping to 
develop visual representations of the data and to determine relationships. 
A similar perception between the women’s’ and providers’ assumptions about 
Hispanic women’s menopause experience was that menopause causes a major disruption 
in quality of life (Esposito, 2005).  Differences in perception included that women 
sometimes sought care in their home country because they had better relationships with 
their providers there. Providers said women went home because care was cheaper or 
because the women were “hiding from immigration” (Esposito, 2005, p.41). Both women 
and providers perceived that providers have to care for too many patients, and the 
provider sets the tone for the patient encounter. Differences were that women expected 
providers to be cordial, friendly, to offer mainstream medical solutions, and to anticipate 
and answer questions. Conversely, providers expected the visit to be business-like and 
efficient, and they erroneously thought that patients preferred folk remedies for symptom 
control. Providers in this study reported frustration with the lack of continuity of care, but 
Esposito concluded that providers failed to recognize that patients may not come back 




descriptions of the lived experiences of the participants, and the data analysis method was 
clear, although it was not grounded in theory. 
Facione and Facione (2007) conducted a cross-sectional survey in the San 
Francisco Bay area to examine the effect of perceived prejudice on women’s early cancer 
detection behavior. Participants (N=817) completed the Perceived Prejudice in Health 
Care Scale (PPHC) which includes the Personal Experience of Prejudice and the General 
Perception of Prejudice subscales, the Habit of Health Services Utilization Health Scale, 
the Perceived Access to Health Services scale, the MCSDS – Form C social desirability 
scale, a measure of adherence to breast cancer screening guidelines for clinical breast 
exams (CBE) and breast self-exams (BSE), and a final interview with an investigator. 
The sample was comprised of women who described themselves as non-Latina White 
(34.2%), non-Latina Black (28.2%), and Latina (37.6%). The authors conducted t-tests, 
analysis of variance (ANOVA), and correlational analysis to explore the data.  
The mean total score on the PPHC was 4.02 (SD=4.84, range -20 to +20), 
indicating that women in this sample perceived prejudice in health care (Facione & 
Facione, 2007). The results of the General Perception of Prejudice subscale indicated that 
the women felt that prejudice exists in health care delivery (scale range -6 to +12, M = 
3.98, SD = 3.30). Interestingly, the General Perception of Prejudice scores were highest 
in women who were highly educated, White, born in the U.S., and had the highest 
incomes. General Perception of Prejudice scores were not related to obtaining pap 
smears, mammography, or having a CBE.  
The results of the Personal Experience of Prejudice subscale indicated that only 




SD = 2.5). Black women and those with the highest levels of education were the most 
likely to report a personal experience of prejudice. For women who had experienced 
prejudice, they reported dissatisfaction with provider behaviour such as lack of eye 
contact, rough touching, and ignoring questions. Some women reported that the provider 
seemed bothered by them coming back for care if they did not have the money to pay, or 
they felt the provider did not care if they got well. Personal Experience of Prejudice 
scores were significantly related to failing to obtaining a CBE (t = 3.36, p = .001), a 
mammogram (t = 2.14, p = .01), and pap smears (t = 2.82, p = .005). There was evidence 
of social desirability bias, and social desirability accounted for 6% of the variance in 
Personal Experience of Prejudice scores and 8.5% of the variance in General Perception 
of Prejudice scores. The authors interpreted this to mean that women had a tendency to 
underreport both perceptions and experiences of prejudice. The authors found that social 
desirability and demographics accounted for only 4.4% of the variance on the Habit of 
Health Services Utilization Health Scale, indicating that perceived prejudice alone can be 
a significant contributor to health care utilization.  
The strengths of Facione and Facione’s (2007) study include the large sample size 
and the inclusion of a measure of social desirability bias. This is important, as discussions 
of sensitive topics like prejudice can have an effect on socially desirable responding. 
Women in this sample had a tendency to respond in a socially desirable way, indicating 
that they may actually experience more prejudice and perceive it to a greater extent. A 
limitation of the study was that the authors provide several sections called “a closer look” 
(Facione & Facione, pp. 179 and 181) based on participant interviews, but the description 




the context of this author’s study, as the results suggest that women who have personally 
experienced prejudice may be less likely to seek or engage in preventative care.   
Simpson and Carter (2008) conducted a qualitative, phenomenological study of 
Muslim women’s experiences with HCPs in a rural area of the U.S. The authors 
interviewed participants (N = 7) about the role of the health care provider, the use of the 
U.S. health care services, cultural differences, attitudes of HCPs, and differences between 
abroad and domestic health care systems. The authors mentioned the use of health survey 
questionnaires but did not explain this any further. The three emergent themes were: “1) 
perceived power of the provider, 2) religiously defined gender relations, and 3) being a 
stranger in the U.S. health care system” (p. 18). Women who took a more passive role in 
their care were less comfortable with their English speaking skills. Women reported 
discomfort with shaking hands and making eye contact, especially with male providers. 
Contrary to the findings of other studies reviewed in this paper, women in Simpson and 
Carter’s study believed that there was more interaction time between patients and 
providers compared to their home country (Castro & Ruiz, 2009; Pavlish, Noor, & 
Brandt, 2010). Women also perceived being treated differently due to wearing the Islamic 
head covering (hijab). This descriptive study provided first-hand commentary of the lived 
experience of Muslim women in a rural area, but the women came from several different 
countries: Egypt, Jordan, Malaysia, Canada, and India. Variations in culture from these 
different areas were not explored in detail and could have affected perceptions.     
Castro and Ruiz (2009) conducted a descriptive, correlational study to explore the 
relationship between NP cultural competence and Latina patient satisfaction in the 




Nurse practitioners completed the IAPCC-R®, and patients (n = 218) completed a 
measure of patient satisfaction and an acculturation scale. Acculturation is the process 
through which an individual changes behaviors, values, and social practices in order to 
adapt to a new culture (Andrews & Boyle, 2008). Most NP/CNMs in Castro and Ruiz’s 
study were culturally competent according to the IAPCC-R® (M = 78.3, SD = 9.82). The 
authors also explored the relationship between patient satisfaction and NP and patient 
demographics.   
Castro and Ruiz (2009) found that Latina patient satisfaction was positively 
correlated with NP cultural competence (r = .193, significant at 0.05 level), but this 
explained only 4% of the variance. Patient satisfaction was positively correlated with NP 
ethnicity as Latina (r =.14), but negatively correlated with patient waiting time (r = -.33), 
NP years since their degree (r = -.15), and patient possession of health insurance (r = -
.14). The patients in this sample were highly unacculturated (scores ranged from 2.96 to -
3.69, on a scale of +4 to -4), but the relevance of this finding is unclear. This is one of the 
few quantitative studies of nurses’ cultural competence related to an outcome like patient 
satisfaction, but the correlations were generally weak (r ≤ .26). A further limitation was 
that patients sometimes completed the measures with a partner and may have seen more 
than one provider at the study clinic.  
Noble, Noble, and Hand (2009) conducted a cross-sectional survey to assess the 
cultural competence of HCPs who care for breastfeeding women in the New York City 
area. Participants (N = 128) included physicians, nurses, and allied health professionals, 
all of whom completed a demographics questionnaire and the IAPCC-R®. Most providers 




cultural diversity in school (56%), and attending continuing education (CE) on the topic 
(68%). The mean score on the IAPCC-R® was 68 ±9, which equates to culturally aware 
on the scale. Those who achieved cultural competence (23% of the total) were more 
likely to have attended CE on cultural diversity (p < .001). The authors proposed that 
learning information about a culture is not the same as learning how to be competent in 
caring for patients of a different culture. This study provided further support for the 
reliability of the IAPCC-R®, but the authors did not address how cultural competence 
affects providers’ counselling strategies or women’s breastfeeding practices.  
Akers, Gold, Borerro, Santucci, and Schwarz (2010) conducted a qualitative, 
grounded theory study to explore opinions and barriers to contraceptive counseling 
among women’s health physicians (n = 14), nurses (n = 20), nurse practitioners (n = 6), 
and a pharmacist at the University of Pittsburgh Medical Center. Moderators led focus 
groups with a semi-structured interview guide to elicit providers’ perceptions of their 
personal role, barriers or facilitators, perceived knowledge, and self-efficacy in 
contraceptive counseling. The authors identified providers’ perceptions of barriers at the 
patient, provider, and systems levels. Perceived patient barriers included desire for 
pregnancy, medical contraindications, and religious beliefs, among others. Provider 
barriers were mostly focused on preparedness for contraceptive discussions in the form of 
training on methods, comfort level with understanding the pros and cons of each method, 
and knowledge of new options; but also on the inability to effectively initiate discussion 
about contraception. Perceived systems level barriers included time pressure during visits 
and competing administrative priorities. This is one of few studies on provider 




nurses’ perceptions of contraceptive counselling. The themes of religion and culture were 
not well differentiated. One provider quote categorized as a religious theme was: “A 
patient’s cultural background may not allow her to use certain types of birth control” 
(Akers et al., 2010, p. 1165). Culture and religion may or may not be interchangeable 
concepts, and this underlines the need for both researchers and providers alike to 
adequately differentiate between them. A further limitation of the study was that the 
sample lacked gender (88% female) and racial/ethnic diversity (93% White, 7% Asian). 
Dawson and Lighthouse (2010) used a descriptive, correlational design to assess 
self-efficacy for cultural competence in the prescribing habits of family nurse 
practitioners (FNP/CNMs, N = 27) in southeastern Washington. The authors used an 
adapted version of the Self-Efficacy for Cultural Competence scale developed by Assemi, 
Cullander, and Hudmon (2004), but they did not describe how they changed the tool. 
Levels of self-efficacy among FNP/CNMs in this study were moderate to high. On a 
scale of zero to 60, the mean total self-efficacy score (TSE) was 41.7, and scores ranged 
from 26 to 57. Most respondents were White females (89%), frequently cared for patients 
of a different ethnicity than their own (56%), and had cultural competence as part of their 
formal nursing education (52%).  The authors concluded that FNP/CNMs were 
“reasonably confident about their ability to provide culturally competent care” (Dawson 
& Lighthouse, 2010, p. 48), and that continuing education on cultural competence is 
warranted. They also concluded education is needed on genetic factors that affect drug 
responses, but this seems to be a conceptual leap and not based on the study’s findings.  
Pavlish, Noor, and Brandt (2010) conducted a community-based, social action 




moderated focus groups with 57 Somali women and completed key informant interviews 
with 11 HCPs, two of whom were nurses.  A guiding research question in this study was: 
“What are the health concerns for Somali women and girls?” (Pavlish et al., 2010, p. 
354).  Six high-level health concerns emerged from Pavlish et al.’s study: facilitators to 
care, barriers to care, health descriptions, concerns, systems, and processes. The authors 
grouped these concerns into three main areas of concern: 1) women and their providers 
have discordant beliefs about what constitutes health care, 2) women and providers have 
divergent expectations during a health care encounter, and 3) women may keep specific 
health concerns to themselves for fear of being judged, what the authors called “silent 
worries.”  
Pavlish et al (2010) cite several examples that led to this grouping of health care 
concerns. For example, women in the study expected HCPs to treat symptoms and not 
diagnose diseases, to actively listen, and to spend adequate time with patients. Women 
said that providers assume some Somali women can’t speak English based on the way 
they dress, and even if the women are fluent, providers “think you don’t understand, you 
are dumb” (Pavlish et al., 2010,  p. 357). Women reported birth control as a taboo topic, 
and they said abortion rates were high. The authors based their work on theoretical 
underpinnings of social ecology theory and the social determinant of health model. The 
results are limited to a small group, however, and the possible effect of acculturation on 
perceptions of care was not included as part of the discussion.  
Gurnah, Khoshnood, Bradley, and Yuan (2011) conducted a qualitative, 
exploratory study of the WHC experiences of Somali Bantu women living in 




whom were nurses), facilitated a focus group with 10 Somali Bantu women, and 
distributed a semi-structured survey of demographics and questions pertaining to 
perceived barriers to care to 14 Somali Bantu women. Gurnah et al. identified themes 
related to health care processes, content, interactions, and the women’s experiences. 
Reproductive health barriers included passivity in acceptance of care, cultural differences 
in family planning, male providers, and the inability to make independent and culturally 
appropriate healthcare decisions due to societal pressures. In Somali Bantu culture, 
children are considered gifts from Allah, and contraceptive use is rare. Somali women 
living in Connecticut are cut off from state financial assistance when they have more than 
four children, thus Somali women feel pressured to use birth control so as not to forfeit 
this support. A strength of this study was that the authors explored a marginalized 
population about which very little is known. A limitation is the absence of a theoretical 
basis and a mix of data from several sources (e.g., interviews, focus groups, and a non-
validated survey), resulting in a report lacking cohesiveness. Furthermore, the coding 
process for the data analysis was not well described. 
As previously described, Heitzler (2011) evaluated the effect of on-line CE on the 
cultural competence of WHC nurses in the U.S., using a pre- and post-test design to 
assess for changes in nurses’ (N = 93) scores on the Cultural Competence Assessment 
(CCA). Heitzler found that socially isolated CE training was associated with higher CCA 
scores than socially interactive CE and a control. The study is relevant to include in this 
section because the sample was WHC nurses, and it offers some insight into effective 




Lori, Yi, and Martyn (2011) completed a qualitative, descriptive study of the 
characteristics African American women desire in prenatal care providers in south-
eastern Michigan. The authors conducted semi-structured interviews with 22 participants, 
all of whom had at least two prenatal visits in the same clinic. The authors analyzed data 
according to the research question “What characteristics do African American women 
desire in their prenatal care provider in an outpatient setting?”  (Lori, Yi, & Martyn, 
2011, p. 73). Four general themes emerged as desired provider characteristics in this 
study: (a) demonstration of quality communication between the patient and the provider, 
(b) continuity of care, (c) being treated with respect, and (d) providers’ delivery of care 
with compassion. The women said that responding to psycho-social questions put patients 
at ease and allowed them to open up. The women wanted to be viewed in a non-
judgmental way and said providers should treat patients the way they would want to be 
treated. The emergent themes in this study were logical and supported by participant 
testimonials. The authors found that women who had continuity of care were more 
satisfied than others, but the number of prenatal visits varied between participants and 
continuity of care was not well defined, which could possibly influence the results.  
Hill, Hunt, and Hyrkas (2012) conducted a qualitative study of Somali immigrant 
women’s WHC experiences in the Northeastern U.S.  Focus group interviews were 
conducted using a convenience sample of Somali women (N = 18) who were 20 or more 
weeks pregnant or had given birth in the U.S. within the past 2 years. Qualitative 
thematic content analysis was used to explore the data. Six major themes emerged from 
Hill et al.’s study: (a) pregnancy is a natural experience for women, (b) women may not 




process in the U.S., (d) the discordance between the desire to breastfeed and the outside-
the-home work ethic culture in the U.S., (e) a cultural tendency to mask depression, and 
(f) lack of familiarity with the health care system. For example, the role of NP/CNMs is 
unclear, and women in this study held a general “belief that nurse practitioners were just 
‘practicing’ (i.e., learning) and not fully competent providers yet” (Hill et al., 2012, p. 
78). The authors provided a clear description of data analysis, which adds to the 
credibility of the results. There was a potential for recall bias, however, as new 
experiences within the healthcare system can affect perceptions in the two years after 
delivery (e.g., pediatric visits).  
Discussion of literature review. To date, much of the provider cultural 
competence research in the general literature has been quantitative and focused on 
cultural competence assessment of students before and after educational interventions 
(McHenry, 2007). Based on this systematic review of the literature, there have been 
relatively few studies of cultural competence specific to WHC nursing in the past decade. 
Although all studies included nurses as either participants or informants, only four of the 
studies included perceptions of nurses alone, with the remaining ten studies grouping 
physicians, pharmacists, and other allied health professionals together in a general 
category of HCPs. Of the 14 studies reviewed here, six were quantitative, and only one 
used a cultural competence educational intervention in a pre- and post- test design, with 
limited support for the relationship between cultural competence training and subsequent 
improvement in cultural competence (Heitzler, 2011). The remaining five quantitative 
studies were cross-sectional surveys. Eight of the 14 studies reviewed were qualitative, 




study reports included overt reference to the theoretical underpinnings that guided the 
researcher(s), one had a loose description of a guiding theory, and the rest did not include 
any reference to underlying theory. 
General themes from the studies included patients’ desires for providers to be 
welcoming and compassionate in their approach (Lori et al., 2011; Simpson, 2008). 
Attentive listening and provision of sound clinical advice were valued by patients (Akers 
et al., 2008; Gurnah et al., 2011; Esposito, 2005; Pavlish et al., 2010). Being cognizant of 
the appropriateness of cultural norms such as shaking hands or being sympathetic to the 
discomfort of disrobing for a gynecological exam were also valued by patients (Hill et al., 
2012; Simpson, 2008). A recurrent issue was time pressure. Patients reported 
dissatisfaction when they felt rushed, and they could intuit when a provider felt rushed as 
well (Castro & Ruiz, 2009; Pavlish et al., 2010). Another recurrent theme was that both 
patients and providers perceive a lack of control over the health care system (Hill et al., 
2012; Gurnah et al., 2011). All of the aforementioned issues and concerns can have an 
effect on perceptions of cultural competence by patients and by the providers themselves.  
Providers often see women when they are in a position of vulnerability, whether it 
is that they are entering motherhood, facing abuse during pregnancy, or realizing the end 
of their fertility (Denham, 2003; Esposito, 2005). Cultural differences can add to the 
complexity in discussion of such issues. Based on the results of cultural competence 
assessments in studies reviewed here, provider cultural competence is lacking, nurses are 
not necessarily prepared for the complexity of encounters with patients of a culture 
different from their own, and further steps need to be taken to address this educational 




Additional research gaps in the literature of WHC nursing and cultural 
competence exist. First, the perception of cultural competence may be attenuated by 
expectations of cultural competence, a phenomenon that has not been widely explored. 
Second, provider roles are not well differentiated, and patient perceptions of cultural 
competence may not be direct opinions of nursing care. Third, far-reaching effects of 
cultural competence on care of families has not been explored. Finally, effects of cultural 
competence on WHC outcomes have not been explored.  
Facione and Facione (2007) found perceived prejudice to be greatest in the most 
highly educated women and posited that this may be due to heightened awareness of 
injustice, higher expectations in clinical encounters, or increased understanding of 
oppressed group membership. Lori et al.’s (2011) study sample was predominantly 
Medicaid insured (86.4%), and more than half Castro and Ruiz’s (2009) sample were 
uninsured (54.1%). Future research could address whether or not expectations of cultural 
competence vary by demographics such as insurance status or ability to pay, similar to 
the effect of education in Facione and Facione’s study. Are expectations of uninsured 
women different than insured women? How much of the perception of cultural 
competence after a visit is explained by one’s expectations prior to the visit?   
The NP role may not be well understood or differentiated from other roles by all 
cultural groups, as indicated by women’s comments in two studies reviewed here (Castro 
& Ruiz, 2009; Hill et al., 2012). This is an important point for NP/CNMs to consider as 
they introduce themselves to patients. Collectively, patients in the studies of this literature 
review said they wanted to feel at ease with providers, and being unclear on the NP role 




Given that many studies grouped providers together as HCPs, future research should 
explore women’s health provider groups separately (e.g., samples of NP/CNMs only) to 
learn more about how care is perceived at all levels. Targeted educational interventions 
could then help WHC providers improve behaviors that are perceived as culturally 
incompetent.  
Cassata and Dallas (2005) stated that nurses are taught to care for individuals 
instead of families (p. 72) and that holistic family care is sometimes minimized or 
ignored by nurses. Pavlish et al. (2010) proposed that women may serve as the 
gatekeepers to the healthcare experiences of their families, since they often coordinate 
appointments and accompany family members to visits. Lori et al. (2011) suggested 
prenatal care is often a bridge to other health services such as Women, Infants, And 
Children’s (WIC) Programs, social work, and nutritional services. These authors’ 
conclusions speak to the potential for far-reaching effects of perceptions of culturally 
competent care, beyond the experience of the individual patient. This has not been 
explored in depth to date in WHC nursing.  Future research could address the effect of 
patient satisfaction on outcomes beyond individual care such as whether or not the 
patient’s family perceives that a woman was treated in a culturally competent manner, 
whether or not a patient would refer friends or family to a provider for WHC services, or 
whether patients follow through on accessing suggested services like social work or WIC.  
Over a decade ago, Betancourt et al. (2002) posited that patient perceptions of 
provider cultural competence had primarily been explored in qualitative studies, and little 
quantitative assessment had been performed on patient outcomes. Based on this literature 




ground has been covered relative to the desired cultural competencies of clinicians and 
the beliefs of patients from a variety of backgrounds. To this end, future research in 
cultural competence as applied to WHC should shift the focus to health outcomes. Patient 
safety could be explored, as physiological responses to medications/interventions and 
patient reporting of side effects differs among cultural groups (Ardoin & Wilson, 2010). 
For example, does consistent application of the CLAS standards in post-operative 
education on an obstetrics unit impact surgical outcome across all racial/ethnic groups? 
An adherence outcomes-based study could assess NP cultural competence and patients’ 
contraceptive continuation rates over time. In other words, does cultural competence of 
WHC nurses make a difference in patient health outcomes or patient behaviors?    
Integrating cultural competence into clinical nursing practice is a challenging 
endeavor based on how overwhelmed and overstressed the everyday routine has become 
in nursing (McHenry, 2007). McHenry (2007) states:  “It is not possible to learn 
everything about all minority cultures, but providing staff with a strong general 
knowledge base can help reduce staff anxiety and, ideally, improve patient outcomes” (p. 
87). Without the necessary tools, providers may unconsciously stereotype, which can 
affect behavior, clinical decisions, and ultimately patient outcomes (Betancourt, et al., 
2002; Castro & Ruiz, 2009). Conducting studies with robust design, adequate sample 
sizes, and drawing from the appropriate population will strengthen our understanding of 
the tools needed to improve cultural competence. One of the essential tools for nursing 
practice is theory-based research, and there is ample opportunity for continued 
contribution to the body of knowledge on cultural competence in WHC nursing. 




appropriate population will strengthen our understanding of the tools needed to improve 
cultural competence.      
 Conclusions based on WHC literature review. This section provided an 
overview of studies published in the past decade on cultural competence as applied in 
WHC nursing. Findings included that studies were primarily qualitative and not specific 
to nursing. A small amount of evidence suggests that WHC providers, including nurses, 
are not culturally competent. Theory-driven nursing research is lacking, and suggestions 
for filling research gaps were provided. 
Social Desirability 
 As mentioned in Chapter I, socially desirable responding (SDR) is “the tendency 
for individuals to present themselves favorably with respect to current social norms and 
standards…” (Zerbe & Paulhaus, 1987). Human nature may prompt individuals to want 
to be seen in a more positive light, particularly when it comes to responding to socially 
controversial issues like racism, prejudice, sexuality, or multicultural issues (Reynolds & 
Magnan, 2005; Worthington, Mobley, Franks, & Tan, 2000). Measurement of social 
desirability in nurses is not common, with an estimate of only 0.2% of questionnaire-
based nursing studies including a social desirability measure (deMortel, 2008). Even less 
common is studying social desirability in NP/CNMs and in the context of cultural 
competence. A literature search using the terms social desirability, cultural competence, 
and nurse practitioners revealed only one study meeting these criteria by Benkert et al 
(2011). This study was reviewed earlier in this chapter. To recap, Benkert et al found that 
there was evidence of a correlation between social desirability and NP culturally 




between social desirability and cultural competence sensitivity/awareness (r2 = .01).  This 
is the first known study measuring social desirability specifically in the context of 
cultural competence in NP/CNMs.    
Blended Theoretical Framework  
 Theoretical perspectives. To answer research questions such as those posed in 
this study; one must consider the underlying problem of racism/bias along with the 
relationships among cultural competence and both patient/clinician practice and belief 
patterns. The primary theories proposed to address the current research questions are 
Critical Social Theory (CST), the Culturally Competent Model of Care, and the Health 
Belief Model (HBM).  
 Racism and nursing’s metaparadigm. Before introducing the blended 
theoretical framework that will guide this specific study, it is prudent to briefly discuss 
racism in the context of nursing research. Racism in nursing practice has been studied 
since the 1970’s, but there is an urgent need for further high quality research on the topic 
(Porter and Barbee, 2004; Shaha, 1998). The simultaneity and reciprocal interaction 
worldviews in nursing’s metaparadigm position humans as holistic and unitary beings 
(Fawcett, 1993). Ignorance of humans’ unique parts or patterns, of which race is one 
component, would be contrary to nursing’s prevailing worldview and has the potential to 
create barriers for vulnerable populations (Leininger, 1991 and Peplau, 1952, as cited in 
Giddings, 2005; Tillet, 2010).  Critical Social Theory, explored in greater detail later in 
this section, has been used to explore racism and gender discrimination with the purpose 
of providing emancipation from nurse-patient power imbalances (Campbell & Bunting, 




significantly advance nursing as an enlightened discipline focused on the whole person; 
with inclusion of individuals’ patterns, parts, colors, ethnicity, etc. Where CST falls short, 
however, is that it may not be seen as immediately actionable at the bedside.   
 Cultural competence theory. The beginnings of transcultural studies focused on 
pragmatic, actionable outcomes in nursing can be traced back to the initial work of 
Madeleine M. Leininger (1991). Leininger firmly believed that heightened awareness and 
knowledge of cultural differences could enhance patient care through more effective, 
caring nursing practice at the bedside, and this has formed the heart of cultural 
competence theory in nursing (Leininger, 1991). As previously described, measurement 
tools have emerged from cultural competence models to provide nurses with actionable 
feedback on their comfort level in caring for patients different from themselves. Taken 
together, CST and cultural competence models empower nurses with a holistic yet 
pragmatic approach to caring for patients as truly unique individuals.  Still missing for 
the specific research question at hand, however, is the ability of nurses and patients alike 
to acknowledge and understand their own beliefs about the use of contraceptives and how 
cultural competence can have an effect on contraceptive choice. 
 Health Belief Model and application to contraception. The Health Belief 
Model (HBM) was developed by Rosenstock in 1966 to develop an understanding of why 
patients may or may not take preventative measures for potential health problems 
(Carpenter, 2010). According to Carpenter (2010), the original model proposed four 
perception variables that influenced whether or not an individual would change his/her 
behavior: susceptibility, severity, benefits, and barriers. Using contraception as an 




follows. If a woman feels that she is more likely to become pregnant when she does not 
want to be (susceptibility), she is more likely to take steps to prevent pregnancy. If the 
consequences of unintended pregnancy are seen as severe (emotional, social), a woman 
will try to prevent it. If the method is clearly seen to have benefits (effectiveness, 
menstrual suppression), she is more likely to try it. Finally, if there are perceived barriers 
to contraceptives (cost, side effects), she may be less likely to try it. Brown et al (2010) 
also elected to use two variables that have been added to the HBM in recent years: cues 
to action and self-efficacy. The authors proposed that a woman will take action to prevent 
unintended pregnancy by seeking contraceptive counseling, and she will provide 
enlightened, well-informed rationale for her choice if she has high self-efficacy.  
Patient contraceptive beliefs are important in the context of the current research 
question because an NP/CNM must also understand the driving forces behind them. A 
culturally competent NP/CNM will be able to elucidate patient beliefs by using 
appropriate questions, language, and communication skills to engage effectively with 
patients of varying races or ethnicities. If the NP/CNM is unable to participate in the 
encounter from a culturally competent position, it is likely that this will disrupt the power 
balance in the relationship. 
 Critical Social Theory. The crux of the study rests in CST. Critical Social 
Theory began in Germany in the 1920’s as an integration of the objectivism of Marxism 
in science with a more subjective view of human experience and perceptions (Campbell 
& Bunting, 1991).  During that time, postmodern thinkers had become disenchanted with 
Western tendencies toward colonialism, imperialism, and “insensitivity to other cultural 




in CST is to be politically emancipatory through restoration of power balances and 
release of individuals from domination or oppression (Campbell & Bunting, 1991). In 
CST, knowledge can only be realized in the context of an individual or group’s history, 
culture, and societal/class structures. Human beings in the ontology of CST are unique 
and capable of self-reflection, yet their patterns of behavior are steeped within their 
cultural and historical context (Campbell & Bunting, 1991).  
Recently, Giddings (2005) explored nurses’ perceptions of differences and 
fairness in nursing in the context of CST and feminist theory. She used Freire’s (1970) 
pedagogy of empowerment to delineate and espouse the mobilization of nurses toward 
social and cultural change to reduce bias and racism. Freire (1970) posited that “…human 
beings in communion liberate each other (p.114);” a statement that clearly encourages 
active partnership between people(s). Relative to the research questions posed here, the 
relationship between the NP/CNM and the patient work in communion toward a greater 
goal of empowerment and informed decision-making in contraception.  
 Culturally Competent Model of Care. The definition of culture used as the 
basis for the Culturally Competent Model of Care is “that complex and whole which 
includes knowledge, belief, art, morals, law, custom and any other capabilities and habits 
acquired by man as a member of society” (Tylor, 1871, as cited in Campinha-Bacote, 
2007).  The tool associated with the model, the IAPCC-R©, is designed to measure the 
levels or phases of cultural competence of health care providers, with the theoretical basis 
that enhanced cultural competence will lead to improved patient care (Campinha-Bacote, 
2002). Campinha-Bacote began work on the Culturally Competent Model of Care model 




competent care: cultural awareness, cultural knowledge, cultural skill and cultural 
encounter (Campinha-Bacote, 2007). The model was revised in 1998 to include the fifth 
construct of cultural desire. Campinha-Bacote recognized that the original four constructs 
could not be fully realized by someone who did not have the internal desire or motivation 
to provide culturally competent care. The model has been depicted symbolically by 
Campinha-Bacote as a volcano, with the “eruption” of cultural desire leading to 
“genuinely seeking cultural encounters, obtaining knowledge, possessing the skill to 
conduct culturally sensitive assessments and being humble to the process of cultural 
awareness” (2007, p.16).  
 A blended theoretical framework. As depicted in the diagram of the integrated 
theoretical model (Figure 8), the central concept is contraceptive prescribing patterns. 
The patient and the NP/CNM are at either ends of the dialogue that occurs during a 
contraceptive counseling encounter. Contraceptive prescribing patterns rest on the 
fulcrum of critical social theory, since one of the main tenets of CST is the restoration of 
balance of power in relationships. The ideal would be for the contraceptive prescribing 
patterns to come to a horizontal line as suggested by the dashed line at the top, indicating 
a balanced relationship between the patient and the NP/CNM. On the patient side, the 
HBM concepts of susceptibility, severity, benefits, barriers, cues to action, and self-
efficacy will influence how a patient will present herself to the NP/CNM. Patient beliefs 
are a strong influence on contraceptive prescribing patterns, thus the triangle pushing 






Figure 8. Blended Theoretical Framework. A blended theoretical framework of cultural 
competence, the Health Belief Model, and critical social theory. NP= Nurse Practitioner, 
CC= Cultural Competence, CST = Critical Social Theory, HBM = Health Belief Model 
 
The tip of the triangle is narrow, however, indicating that beliefs are sometimes 
fleeting, tenuous, or can evolve over time. In the case of contraceptive prescribing 
patterns, a patient may be at a different stage in her reproductive life from one visit to the 
next. This necessitates that the NP/CNM pay careful and close attention at each and every 
visit, as the delicate balance has a tendency to naturally sway relative to an individual 
patient’s needs over a lifetime.  
On the other side of the contraceptive prescribing patterns is the NP/CNM, and 
his/her level of cultural competence can adjust the skew of the contraceptive prescribing 
patterns and either restore or diminish the power balance. Increasing levels of cultural 




and restore a balance of power. Decreased levels of cultural competence can render the 
relationship even more unbalanced, indicated by a drop below the dashed line at the 
bottom. It is important to note that cultural competence is within the NP/CNM’s scope of 
control. The discipline of nursing has prioritized cultural competence as an important 
aspect of education. This commitment is evidenced by numerous academic institutions’ 
adoption of cultural competency course content in modern curriculums as well as position 
statements by the American Nurses Association on discrimination (1998) and cultural 
diversity (1991). NP/CNMs have many options to do self-assessment and to take any 
needed action for self-improvement. 
There is a direct arrow from the NP/CNM to knowledge of CST. While the 
NP/CNM may not fully appreciate that CST is applied during contraceptive prescribing 
patterns, he/she should have a fundamental understanding that marginalization, 
oppression, and paternalism have no place in a balanced NP/CNM-patient encounter. The 
NP/CNM must allow him/herself to be open to the beliefs of the patient and to ask 
questions as a comrade instead of a leader (Freire, 1970). Furthermore, the NP/CNM 
must be aware of the historical, cultural, and societal context from which a patient comes. 
A focus on NP/CNM cultural competence education and awareness is also aligned with 
CST as evidenced by Freire’s (1970) position that “People will be truly critical if…their 
action encompasses a critical reflection which increasingly organizes their thinking and 
thus leads them to move from a purely naïve knowledge of reality to a higher level” (p. 
112). This is the goal of cultural competence education and practice. 
The blended theory described here is designed to inform the research question of 




pattern for diverse patients due to race/ethnicity or SES. The complementary strengths of 
each model provide a plausible rationale for posing such a question in the NP/CNM 
community and in the context of contraceptive counseling. Given the continued problem 
of unintended pregnancy, especially in racial/ethnic minority women, this is an issue that 
cannot be ignored. A focus on increasing cultural competence with emancipatory aims 
for racial/ethnic minority women only becomes more important as our culture becomes 
more diverse.   
Summary 
 This chapter included a review of the literature pertaining to disparities in 
unintended pregnancy and a detailed discussion of cultural competence in health care. It 
is clear from the literature that trends in contraceptive use may contribute to the high rate 
of unintended pregnancy in racial/ethnic minority women, and perhaps even more so in 
women of lower socioeconomic status or those who are less educated. Provider cultural 
competence may be lacking, particularly in WHC nurses. To address this important 
societal concern, cultural competence theories have emerged, measurement tools have 
been developed, and policies and procedures are recommended to advocate for culturally 
and linguistically appropriate care. A blended theoretical model was proposed to inform 
the research questions for the proposed study in NP/CNMs, and the study methodology 







There are limited data on the cultural competence of nurse practitioners and 
certified nurse midwives (NP/CNMs) who provide contraceptive counseling, and even 
less on the potential effects of NP/CNM cultural competence on contraceptive 
recommendations. Given the high rate of unintended pregnancy in racial/ethnic minority 
women and the growth of minority populations in the U.S., effective contraceptive 
methods and appropriate counseling are crucial to ease the burden of unintended 
pregnancy on women and society (Cleland, Peipert, Westhoff, Spear, & Trussell, 2011). 
This dissertation was designed to contribute to the knowledge of cultural competence and 
its effects on contraceptive recommendations by NP/CNMs. 
In this chapter, the study hypotheses are introduced. The study design is explicitly 
outlined, and the sample and sampling procedures described in full detail. Data collection 
procedures, measurement tools, and data analysis plans are reviewed 
Research Questions and Hypotheses 
 The specific aims of the study were introduced in Chapter I. The associated 
hypotheses will be listed in this section. All hypotheses are null.  
 Aim #1. Determine whether NP/CNMs’ contraceptive recommendations differ by 
race/ethnicity or socioeconomic status (SES) of patients. The hypotheses were as follows: 
1. There is no difference in recommendation of contraceptive by race/ethnicity. 
2. There is no difference in recommendation of contraceptive by SES. 





Aim #2. Determine if NP/CNM cultural competence explains differences in 
NP/CNM contraceptive recommendations by race/ethnicity or socioeconomic status 
(SES) of patients. The hypothesis was that there is no effect of cultural competence on 
contraceptive recommendations. 
Aim #3. Explore the relationships among provider-level characteristics (race, age, 
education level achieved, practice setting, previous cultural competence education, and 
geographic location), cultural competence, and contraceptive recommendations. There 
was no hypothesis, as this was an exploratory aim.  
Design 
 This study was a cross-sectional, factorial experiment.  It was modeled after 
similar studies that used patient video vignettes to differentiate between clinical 
recommendations for patients with different physical appearances (Dehlendorf, et al., 
2010b; McKinlay et al., 2006; McKinlay et al., 2007; McKinlay, Link, Freund et al., 
2007; Schulman, Berlin, & Harless, 1999; Woo et al., 2004). Major distinctions of this 
study include the use of an all-NP/CNM sample, the measurement of cultural 
competence, social-desirability, likelihood of method continuation, and the placement of 
the demographic questionnaire at the end of the study. The study flow can be found in 
Figure 9. 
Sample 
 The sample population was NP/CNMs who reported that they actively engaged in 
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membership database of the professional society Nurse Practitioners in Women’s Health 
(NPWH). This organization was selected because it has the capacity to send on-line 
surveys to its national membership and a good track record of participation. The typical 
response rate of NPWH members is about 700 respondents (B. Kelsey, personal 
communication, September, 1, 2013).  
There were 2,352 members of NPWH with a valid email address at the time of 
study initiation. This list was first sorted by membership renewal date. Since members 
can join NPWH on any date of the year, and the renewal will fall on the same date in 
subsequent years, this was deemed as an appropriate and random way to sort the list, as 
opposed to sorting the list by alphabetization, region, or any other category. The first 392 
members in the sorted list comprised group 1, the next 392 members comprised group 2, 
and so on until the full list was split into six equal groups of 392 each. Some NPWH 
members had opted out of receiving solicitations to participate in surveys, thus the email 
distribution list was reduced to 2,226 people. Out of this number, 538 clicked the survey 
link and answered the inclusion criteria questions. Of those, 476 consented to participate 
in the study. Complete responses were received from 213 people (9.5% of total email 
distribution list), and this comprised the study sample. A diagram of the sampling process 
can be found in Figure 10.  
A priori power analysis was conducted with G*Power 3 and in consultation with a 
statistician (Faul, Erdfelder, Lang, & Buchner, 2007; O. Dziadkowiec, personal 
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degrees of freedom, six groups, and 80% power, the minimum sample size was estimated 
to be 211. Additional scenarios were tested with different degrees of freedom, but the 
sample size did not vary greatly. Thus, a conservative sample size estimate was used 
(211). Assuming a 30% drop off and incompletion rate, target recruitment was 300 
participants, which seemed reasonable, given the capacity for NPWH participation. 
 Inclusion/exclusion criteria. Inclusion criteria included NP/CNMs who had 
internet access, agreed to participate, had the ability to read English, were licensed NPs 
or CNMs, held current prescriptive authority, and currently conducted contraceptive 
counseling as part of their practice.  This is important because the participants needed to 
have a basic understanding of contraceptive methods before making recommendations.   
 Recruitment. A cover letter briefly introducing the study and a link to participate 
in the survey was emailed to members of NPWH on February 25, 2014. The survey 
remained active for 30 days, and a reminder was sent two weeks prior to the close of the 
survey, on March 11, 2014. The cover letter on each email indicated that the purpose of 
the study was to learn more about nurse practitioner and certified nurse midwives' 
contraceptive recommendations and practice patterns. A post-survey disclosure was 
shown to all respondents upon completion of the study. This disclosure included further 
information about the disparity in unintended pregnancy in racial/ethnic minority women 
and the cultural competence components of the research, as disclosure of the full purpose 
prior to survey administration could have skewed the results. 
 Consent and authorization. The respondents were required to provide electronic 
consent to participate in the study before beginning the survey. All participants were 




were reviewed, confidentiality was assured, and the researcher contact name, phone 
number, and email were provided (Creswell, 2009). Participants were apprised of the 
purpose and anticipated length of their participation in the study as part of the consent 
process and at the start of the on-line survey, as per Creswell (2009). All aspects of the 
survey were anonymous, and the link to participate was sent directly by NPWH. Email 
addresses were collected only from those participants who opted to be part of a drawing 
to receive one of two iPad minis (retail value $300). Email addresses were not linked to 
the responses at the time of data collation and were destroyed after the drawing was 
completed. Institutional Review Board approval was obtained from the Colorado 
Multiple Institution Review Board (COMIRB) at the University of Colorado.  
 Risks and benefits to participants. There were no expected serious risks to 
participants in this study. Hypothetical risks could have been a transient feeling of unease 
with the topic of cultural competence, as it may have invoked thoughts about prejudice 
and bias. There were no true foreseen benefits of participation in the study. A 
hypothetical benefit could be that participation heightened awareness of the importance 
of cultural competence in contraceptive recommendations. Only one participant contacted 
me via email that she was uncomfortable with some of the questions.    
Setting 
 The entire study was completed on-line, using REDCap™ (Research Electronic 
Data Capture) for data capture and tracking. REDCap™ is a secure on-line application 
used to build and manage databases and surveys. Participants were required to cut and 




Procedure and Data Collection 
The same survey was sent to all NPWH members, with the only distinction 
between groups being the link to the video to be seen as part of the study. All other 
aspects of the survey were identical in all six groups. Potential participants received an 
email with a link to the on-line study components. In order to participate, NP/CNMs must 
have answered “yes” to three initial questions: 1) are you a licensed nurse practitioner or 
certified nurse midwife?, 2) do you currently have prescriptive authority?, and 3) do you 
currently conduct contraceptive counseling as part of your practice? If the response was 
“no” to any of these questions, NP/CNMs were thanked for their time and were not 
invited to participate. Those who answered “yes” to all three questions were then required 
to electronically consent prior to beginning the study. 
 Participants first completed the factorial experiment portion of the study by 
viewing the video vignettes and then completing the brief questionnaire modeled after the 
one used by Dehlendorf et al. (2010b). The major differences between the questionnaire 
from Dehlendorf et al. (2010b) and the questionnaire used in this study was that a) this 
study was conducted in an on-line survey format, and b) this study used only six possible 
videos, whereas Dehlendorf et al. included 18 total videos with differences based on 
patient parity and history of sexually transmitted infections. Permission for use of the 
videos and subsequent questionnaire was obtained from the original researchers. The 
video vignettes depicted a patient who presented to the office for contraception 
counseling. The same three actors portrayed a low SES and a high SES woman within 
three race/ethnicity categories of African American, White, or Hispanic. The portrayal of 




suits, makeup, and well-groomed hair. The high SES women reported having attended 
business school and recently being promoted to a senior position at a bank. The “low 
SES” women appeared less formal by wearing sweatshirts, no makeup, and casual 
ponytail hairstyles. They reported that it was hard to make ends meet working as a 
housekeeper, and they expressed a desire to go back to school to get a GED. The patients 
were standardized for gynecologic history and potential risk factors/impediments to 
contraceptive use such as comorbid conditions, history of pelvic inflammatory disease, 
parity, etc. The only differentiating factors were high or low SES and race/ethnicity. See 
Figure 11 for a depiction of the patients in the video vignettes. 
After viewing the video, the participants were asked about their recommendations 
for various methods of contraception on a seven point Likert scale, with the following 
options: strongly recommend against, recommend against, somewhat recommend 
against, neither recommend for or against, somewhat recommend for, recommend for, 
and strongly recommend for. See Appendix A for an image of the scoring page. 
Participants were then asked the question: “How likely do you think it is that this patient 
will continue using any contraceptive method as prescribed for a full year?” 
Participants then completed the integrated Cultural Competence Assessment 
(CCA) plus Marlowe-Crowne Social Desirability Scale – Form C (MCSDS – Form C), 
which is described in more detail in the next section. This order was specifically chosen, 
as there was a possibility that introducing the topic of cultural competence through 


















A demographics questionnaire was the last step in the survey and included 
questions pertaining to race, age, years in practice, education, practice setting, specialty, 
U.S. region, whether or not cultural competence was part of the respondents’ NP/CNM 
curriculum, number of years in practice, and whether or not the NP/CNM had 
participated in cultural competence workshops or continuing education since graduation. 
Questions pertaining to gender and ethnicity of the participants were inadvertently 
excluded from the demographics questionnaire. The demographics questionnaire can be 
found in Appendix A.  
Demographics 
 
Demographic data for the participants can be seen in Table 3. The data are 
presented in total and by the video seen by the participants as randomly assigned. There 
were no significant differences among groups on any of the demographic variables. 
The vast majority of participants were White (92%), with 3.3% Black or African 
American. The majority of the participants ranged in age from 55 to 64 years of age 
(34%), followed by 45 to 54 years (27%). Participants were asked to select their state of 
residence, and states were then grouped into regions, as shown in Table 4. The largest 
group of participants was from Southern states (34.7%), followed by Western states 
(31%).  
The majority was women’s health nurse practitioners (80%), and most had either 
been in practice for 15 to 25 years (30%) or one to five years (23%). Most held graduate 
degrees (71%). A suburban practice setting was the most common (39%), followed by 








           
 















Part of the demographics survey asked about participants’ prior experiences with 
cultural diversity training. The vast majority of participants (87%) answered “yes” to the 
question “Have you ever participated in cultural diversity training?”, and almost all 
(97%) reported that that had participated in a cultural competence workshop since 
graduating from nursing school. Participants’ experience with different types of diversity 
training, including at what point in their career/education they were trained, can be found 
in Table 5. There were no statistically significant differences in cultural diversity training 
among the groups.
Measures 
 The key variable of contraceptive recommendation was measured through 
viewing a video vignette and subsequent completion of a questionnaire on contraceptive 
recommendations, as described previously. The two additional measurement tools used in 
the study will be reviewed in this section. Cultural competence was measured using the 
Cultural Competence Assessment (CCA) (Doorenbos et al., 2005; Schim, et al., 2003). 
Social desirability was measured using a short, 13-item form of the Marlowe-Crowne 
social desirability scale (MCSDS – Form C), originally developed in 1960, adapted by 
Reynolds in 1972, and added as a component of the CCA in 2005 (Crowne & Marlowe, 
1960; Doorenbos, et al., 2005; Reynolds, 1982). 
Cultural Competence Assessment (CCA). The CCA is based on the 3-D puzzle 
model of culturally congruent care, reviewed in Chapter II (Doorenbos, et al., 2004; 














    
   Northeast 
 
Maine, New Hampshire, Vermont, 
Massachusetts, Rhode Island, 
Connecticut, New York, New Jersey, 
Pennsylvania 
 
   South Delaware, District of Columbia, Florida, 
Georgia, Maryland, North Carolina, 
South Carolina, Virginia, West Virginia, 
Alabama, Kentucky, Mississippi, 
Tennessee, Arkansas, Louisiana, 
Oklahoma, Texas 
 
   Midwest Indiana, Illinois, Michigan, Ohio, 
Wisconsin, Iowa, Nebraska, Kansas, 
North Dakota, Minnesota, South Dakota, 
Missouri  
 
   West Arizona, Colorado, Idaho, New Mexico, 
Montana, Utah, Nevada, Wyoming, 
Alaska, California, Hawaii, Oregon, 
Washington 
 
Note. Regional alignment is based on the U.S. Census Bureau, U.S. Department of 
Commerce Economics and Statistics Administration.  
 
  
Miller, and Benkert in 2003 to meet the need for a measurement instrument that 
“could be applied to a wide range of educational levels and backgrounds with 



































 (2003) stated that existing tools, including the previously reviewed IAPCC-R©, were 
written at too high a reading level and were not readily understood by or applicable to a 
variety of health care workers. In the initial development phase and to establish baseline 
support of its reliability and validity, the CCA was tested in multidisciplinary hospice 
workers (Schim, et al., 2003). Further psychometric testing of the instrument provided 
test-retest reliability of the CCA in hospice workers and was also expanded to include 
non-hospice workers (Doorenbos, et al., 2005). In its limited use to date, studies have 
provided support for the reliability of the CCA (Benkert et al., 2011; Hardy, 2011). The 
full tool can be found in Appendix A and the psychometric properties of the CCA will be 
reviewed in this section. 
 CCA Development plan. Schim et al provided a detailed overview of the 
development plan for the CCA in their 2003 publication. The developers’ goal was to 
create a tool that would provide meaningful measurement along the four constructs of the 
guiding theory: cultural diversity, cultural awareness, cultural sensitivity, and cultural 
competence. Their development plan was divided into five phases. In the first phase, the 
developers generated scale items through extensive literature searches and substruction. 
The research team and language experts reviewed the proposed items for fit with the four 
underlying constructs. In the second phase, content and face validity were evaluated 
using expert panels from hospice and end-of-life care. The third phase included field test 
interviews with a small group of hospice workers (n = 7). In the fourth phase, 
psychometric testing was conducted in a pilot group of 113 hospice workers. This phase 
included co-administration of the IAPCC for concurrent validity (Campinha-Bacote, 




be revised based on the initial findings. Indeed, the next step was published in 2005 as a 
psychometric evaluation of a revised version of the CCA (Doorenbos, et al., 2005). 
 Description of the current tool. The CCA is a paper-and-pencil tool and takes 
about 20 minutes to complete. It is made up of both scaled and non-scaled items. The 
non-scaled items include questions related to diversity experience, community of service, 
overall self-reported cultural competence, age, self-identified race/ethnicity, education 
level, prior diversity training, and current role. There are 38 total scaled items. Two 
subscales totaling 25 items include: 1) fourteen items to measure cultural competence 
behaviors (CCB), and 2) eleven items to measure cultural awareness and sensitivity 
(CAS). The CCB subscale items are scored on a Likert scale with values as follows: 7 = 
always, 6 = very often, 5 = somewhat often, 4 = neutral, 3 = sometimes, 2 = few times, 1 = 
never, and an option for no opinion. The CAS items are scored on a Likert scale as 
follows: 7 = strongly agree, 6 = agree, 5 = somewhat agree, 4 = neutral, 3 = somewhat 
disagree, 2 = disagree, 1 = strongly disagree, and an option for no opinion. It should be 
noted that four of the items on the CAS sub scale are reverse coded for data analysis. The 
remaining 13 scaled items comprise the MCSDS – Form C social desirability scale, 
which will be reviewed later in this section.  
Use in Population of Interest. There is only one known study using the CCA 
specifically in NP/CNMs, conducted by Benkert et al (2011) and previously reviewed in 
Chapter II. Reliability estimates for the CCA in studies including nurses range from .86 
to .90 for the scale as a whole, .88 to .94 for the CCB scale, and .64 to .76 for the CAS 
















   CCA CCB CAS 
 











Schim, et al., 2006 hospice nurses 107 not reported .88 .72 
Starr & Wallace, 2009 nurses 31 .90 .89 .67 
Benkert, et al., 2011 nurse practitioners 474 .88 .92 .64 
Hardy, 2011 nurses 230 .90 .94 .70 
Heitzler, 2011 nurses 93 .88 not reported not reported 
Starr & Wallace, 2011 nurses 71 .86 .88 .64 
 
Note. CCA = Cultural Competence Assessment, CCB = culturally competence behaviors, and 
CAS = cultural awareness and sensitivity 
 
 Reliability. In initial development of the CCA, reliability testing was conducted in 
a group of 113 hospice workers in a large, multi-county hospice program. Thirty-nine 
items were originally tested, and Cronbach’s alpha for internal consistency was .91. 
Deletion of items did not change the reliability estimate (alphas ranged from .905 to 
.914). Item-to-total correlations revealed seven items that fell below a cut-off point of 
0.30, and an additional seven items were deleted due to the results of the factor analysis, 
described next in the validity section. Thus, the 25 remaining items were used for further 
testing. The Cronbach’s alpha for internal consistency for this 25-item scale was .92 for 




2003). In subsequent psychometric evaluation of the 25-item scale, reliability was further 
supported with a Cronbach’s alpha of .89 for the entire scale, .91 for the CCB, and .75 for 
the CAS (Doorenbos, et al., 2005). 
 Test-retest reliability. A pretest/posttest evaluation of the CCA was conducted by 
Doorenbos et al (2005). A subset of 51 hospice providers completed the CCA before both 
a cultural competence and an ethics intervention, with a four-month interval in between. 
The test-retest reliability for the scale and its subscales was high: CCA whole scale (r = 
.85, p = .002), CCB subscale (r = .87, p = .002), and CAS subscale (r = .82, p = .002). 
Heitzler’s (2011) study also used a pretest/posttest design and found that a control group 
who received no cultural competence education intervention scored significantly lower 
(M = 5.36) on the post-test CCA than a group who received a form of CE on the topic (M 
= 5.85, p = .006). 
 Validity. Content and face validity of the original tool was evaluated by engaging 
multidisciplinary experts in hospice (n = 10) and end of life (n = 10) care. The expert 
panels were asked to first review the scale items for “linguistic and conceptual clarity, 
appropriateness, style, and ease of response” (Schim, et al., 2003, p. 33). Next, they were 
asked to review the scale’s overall fit to the Schim and Miller Cultural Competent Model 
as well as to the four embedded constructs of diversity, awareness, competence, and 
sensitivity. A small group (n = 7) of hospice workers in nursing, pastoral care, social 
work, and volunteers provided feedback in face-to-face interviews as part of a field test. 
The purpose of the field test was to ascertain and address ambiguities in the items and 
response sets. Feedback from the experts and field-testers was incorporated, and the CCA 




 After the reliability assessment of the 39-item original tool, 32 items remained. 
Factor analysis was conducted on this 32-item scale (Schim, et al., 2003). The factor 
analysis showed that seven items failed to load on any factor with a pre-specified cut-off 
of .40. Forty-six percent of the total variance was explained by the remaining 25 items, 
thus they were retained. Thirty-six percent of the variance was explained by the CCB 
factor, and ten percent by the CAS (Schim, et al., 2003). Subsequent factor analysis 
showed a two-factor solution with 16 CCB items explaining 38% of the variance and 11 
CAS items explaining 18% of the variance (Doorenbos, et al., 2005).  
 In support of the tool’s criterion validity, the CCA was moderately positively 
correlated with the IAPCC in initial development (r = 0.66), and the authors note 
similarities between the construct of cultural skill on the IAPCC and the CCB subscale of 
the CCA (Schim, et al., 2003). To address validity in contrasted groups, the developers 
found that previous diversity training was predictive of increased scores on the CCA (p  = 
.004, two-tailed), as was higher education [F (3,8) = 5.81, p = .002] (Schim,et al., 2003). 
Previous diversity training was also predictive of higher CCA scores in later 
psychometric testing (N = 405; p < .001, two-tailed) (Doorenbos, et al., 2005). 
 Summary of the CCA. Initial psychometric testing demonstrated support for the 
reliability and validity of the CCA and its CAS and CBB subscales. Further studies to 
support test-retest reliability are warranted. There is very limited use of the tool in 
nursing, and only one study where it has been used specifically with NP/CNMs. In future 
studies, researchers should report comprehensive psychometrics to add to the 




Social desirability measurement tool: MCSDS – Form C. The tool used in this 
study is a shortened form of the original Marlowe-Crowne Social Desirability Scale 
(MCSDS), created by Reynolds (1982). For simplicity in the write up for this study, the 
tool will be referred to as the Marlowe-Crowne Social Desirability Scale – Form C, or 
MCSDS- Form C.  
Brief Tool Description. The original MCSDS is a 33-item, forced choice, 
true/false, paper and pencil questionnaire to assess tendencies to portray oneself in a more 
favorable light than one would normally behave (Crowne & Marlowe, 1960). There are 
18 items where a response of “true” means that one is answering in a socially desirable 
way. For example, one of the items asks the respondent to indicate if the following 
statement is true or false: “I have never deliberately said something that would hurt 
someone’s feelings.”  A response of “true” indicates that the respondent is responding in 
a socially desirable way. There are 15 items where an answer of “false” means that the 
respondent is denying engaging in a behavior that is not favorable, but very common. An 
example of this is responding “false” to the statement: “There have been occasions where 
I felt like smashing things.” The tool is scored on a scale from 0-33, with higher scores 
meaning increased possibility that the respondent is responding in a socially desirable 
manner. Scores are grouped as low (0-8), average (9-19), or high (20-33). Low scores 
indicate that the individual responded in a socially undesirable way more often, and 
he/she may be more likely to respond the most truthfully to social/ethical surveys. 
Average scores are most common, and individuals in this group are likely to be 
concerned about being socially appropriate, but not more than anyone else. They are 




scores are very concerned with social approval and conformity, and their responses to 
social/ethical surveys may be skewed toward painting them in a more positive light.  
The MCSDS is most often used “as an adjunct measure to analyze the response 
set of subjects who are completing another self-report measure” (Zook & Sipps, 1985, p. 
236). Given the length of the original tool (33 items) and its typical concomitant use with 
another measurement tool, several researchers have created at least 13 shortened forms 
using 10, 11, 12, 13, or 20 items from the original MCSDS (Ballard, 1992; Loo & 
Loewen, 2004; Reynolds, 1982; Strahan & Gerbasi, 1972). Since the full MCSDS has 
demonstrated poor psychometric performance in several analyses since its introduction, 
the shorter forms may actually be preferable (Ballard, 1992; Loo & Thorpe, 2000; Loo & 
Loewen, 2004). The MCSDS- Form C is the most commonly used of the shorter forms, 
and there is support for its reliability and validity (Loo & Thorpe, 2000). The 
psychometric properties of the MCSDS- Form C will be discussed in more detail in the 
next sections.  
 Use in population of interest. A single study was identified in which the MCSDS- 
Form C was used to assess social desirability in NP/CNMs (Benkert, et al., 2011). 
Coincidentally, the study assessed the potential for social desirability bias in cultural 
competence self-assessment, and the population studied was under-represented 
NP/CNMs: non-Hispanic White men, African American/Black men and women, and 
Asian American men and women. The authors found that social desirability was 





 Psychometric properties of the MCSDS – Form C. There are numerous studies in 
which the MCSDS – Form C has been used. Several researchers have focused 
specifically on the psychometric properties of the short form of the MCSDS and others 
that have been created (Loo & Thorpe, 2000; Loo & Loewen, 2004; Barger, 2002). It 
should be noted that there is a general lack of information about the appropriateness of 
any social desirability measurement tool for use in NP/CNMs, and the current study adds 
to the understanding of its applicability in this population. Reynolds (1982) MCSDS - 
Form C was chosen to build upon the knowledge put forth by Benkert, Templin, Schim, 
Doorenbos, and Bell (2011).  
 Reliability. There is some evidence to support the reliability of the MCSDS- Form 
C. In initial scale development using a study of college students, Reynolds (1982) 
reported an acceptable reliability estimate of .76.  Zook and Sipps’ (1985) studied three 
groups of undergraduate and graduate students and found reliability estimates between 
.63 to .82, with an average of .74. Loo and Thorpe (2000) studied both management and 
nursing undergraduate students, and found that the reliability estimate for the total group 
was .62, and in the nursing students it was .66.  In Barger’s (2002) study of college 
students, Cronbach’s alpha was .76. Cronbach’s alpha in Benkert, et al.’s (2011) study of 
NP/CNMs was .74. In other studies where the CCA has been used together with the 
MCSDS – Form C, the reliability estimates are not consistently provided.  
 Test-retest reliability. The only reference found related to responsiveness of the 
MCSDS – Form C was a subset of 45 students in Zook and Sipps (1985) study of 





Validity. Evidence to support the validity of all of the short forms, including the 
MCSDS – Form C, is inconsistent and warrants further investigation. Reynolds (1982) 
stated that concurrent validity was supported by high correlations between the 13-item 
MCSDS – Form C and the MCSDS (r2 = .86). However, concurrent validity was not 
supported in the same study due to lack of correlation to another social desirability scale, 
the Edwards scale (r2 = .17). Barger (2002) conducted confirmatory factor analysis of all 
short forms of the MCSDS and found a lack of evidence to support the validity of any of 
them, including the MCSDS – Form C. All forms in Barger’s study had significant chi 
square values, poor fit indices, and lack of consistency across samples. Exploratory factor 
analyses (principal components analyses) of the MCSDS have demonstrated that the 
original 33-item scale is complex, and there is no reasonable component solution that 
would warrant a shortened form (Barger, 2002; Loo & Thorpe, 2000). In another 
confirmatory factor analysis of MCSDS, Loo and Loewen (2004) found a “moderately 
good fit for the full scale model” (p. 2350), and they had similar results when testing all 
short forms. They recommend the use of short forms, particularly Ballard’s (1992). A 
limitation of Loo and Loewen’s (2004) and Reynolds’ (1982) analyses, however, is that 
they administered the full MCSDS only, and then conducted confirmatory factor analysis 
on subsets of the data consistent with the items on all short forms. Results may have been 
different if participants completed only the short forms.  
 Summary of the MCSDS – Form C. While there is some evidence to support the 
reliability of the MCSDS – Form C, the evidence is inconsistent and warrants further 
investigation. Evidence of validity also needs to be established. This particular short form 




to provide some evidence to support its reliability (Benkert, et al, 2011; Zook & Sipps, 
1985).  
Data Analysis 
 Participants must have completed both parts of the study to be included in the 
final analysis. All survey responses were retained for analysis, and notation was made for 
skipped questions. Descriptive statistics (frequency and central tendency) were used to 
describe the sample and scores on all measurement instruments. The data were evaluated 
for meeting the assumptions needed for planned statistical analysis.  
While factorial ANOVA was initially planned to be used to analyze the data from 
the experimental portion of the study (Aim #1, determine whether NP/CNMs’ 
contraceptive recommendations differ by race/ethnicity or SES), it was later determined 
that this research question would be better assessed first using multiple analysis of 
variance (MANOVA), followed by examination of quantile-quantile (Q-Q) plots, 
discriminant analysis if warranted, and followed by the originally planned ANOVAs.  
To address the question of whether or not there was a main effect of race/ethnicity 
or SES on contraceptive recommendation in a general, holistic sense, MANOVA made 
the most logical sense. It was deemed best to have an understanding of whether or not 
there were differences in contraceptive recommendation based on race/ethnicity or SES 
across all methods first. Then the data could be evaluated for each individual method. 
The primary advantage to using a MANOVA is that multiple dependent variables can be 
evaluated simultaneously, in a matrix fashion (Field, 2013; Tabachnick & Fidell, 2007). 
This is in contrast to an ANOVA, where only one dependent variable can be explored at a 




provide insight into data differences that are masked by ANOVAs (Tabachnik & Fidell, 
2007). Using MANOVA also minimizes the inflated risk of Type I errors in running 
multiple, individual ANOVAs (Tabachnick & Fidell, 2007). Disadvantages to MANOVA 
include its statistical complexity and the potential for ambiguous results, especially if the 
dependent variable data are highly positively correlated or uncorrelated (Tabachnik & 
Fidell, 2007). Multiple analysis of covariance (MANCOVA) was used to determine if 
NP/CNM cultural competence explains differences in NP/CNM contraceptive 
recommendations by race/ethnicity or SES (Aim #2).  
Chi-square tests were performed to determine if any relationships existed between 
contraceptive recommendation for each of the eight contraceptive methods and the 
provider characteristics of age, years in practice, education, practice setting and U.S. 
region (Aim #3). A series of one-way ANOVAs were used to examine provider 
characteristics and perceived likelihood of method continuation. Finally, Pearson 
product-moment correlations were conducted to examine relationships between provider 
characteristics and social desirability bias. 
Summary 
 In this chapter, the study methods were fully outlined, including the study 
hypotheses, design, sample, and setting. The procedure was itemized to paint a picture of 
what each participant experienced at each step of the study. The measurement tools, 
including their psychometric properties, were reviewed in detail. With the exception of 
the measurement of contraceptive recommendation, the tools used have data to support 
their reliability and validity. All tools have been infrequently used in nursing, and even 




measuring contraceptive recommendations, cultural competence, and social desirability 







 The chapter is organized into five parts. First, the study measure results will be 
reviewed, including providers’ self-assessment of cultural competence, the Cultural 
Competence Assessment (CCA) and its subscales, the MCSDS – Form C, and provider 
assessment of method continuation. The next three parts will include the results 
according to the three specific study aims, and the last part will review the results of other 
exploratory variables.  
Cultural Competence Self-Assessment 
As part of the study survey, participants were asked: “Overall, how competent do 
you feel working with people who are from cultures different than your own?” Responses 
options were very competent (1), somewhat competent (2), neither competent nor 
incompetent (3), somewhat incompetent (4), and very incompetent (5). Most respondents 
indicated that they felt that they were very competent (51%) or somewhat competent 
(47%), with only 2% reporting that they felt neither competent nor incompetent or 
somewhat incompetent. No one reported being very incompetent. The results of this 
survey question are displayed in Table 7.  
Cultural Competence Assessment and Subscale Results  
Scores on the CCA, CAS, and CCB subscales were calculated by adding the item 
codes, and then dividing the total score by the number of items answered. Scores can 
range from 1 to 7. In this sample, the lowest CCA score was 4.12, and the highest was 
6.96 (M = 5.59, SD = .688). On the CAS subscale, scores ranged from 3.55 to 7 (M = 




1.09). Scores on the CCA total scale and the two subscales were normally distributed, as 




Responses to Survey Question “Overall, how competent do you feel working with people 





Very Competent 108 50.7 
Somewhat Competent 100 46.9 
Neither Competent nor 
Incompetent 
3 1.4 
Somewhat Incompetent 2 .9 
Very Incompetent 0 0 
 
Table 8 
Psychometric Properties of the Major Study Variable: Cultural Competence as Measured 
by the Cultural Competence Assessment 
 
Scale M SD Min Max Kurtosis Skew 
Cronbach
’s α 
CCA 5.59 .688 4.12 6.96 -.804 -.123 .897 
CAS 6.26 .481 3.55 7 5.62 -1.46 .733 
CCB 5.05 1.09 1.86 7 -.275 -.364 .914 
 
Note. CCA = Cultural Competence Assessment, CAS = Cultural Awareness and 




















Figure 13. Distribution of Scores on the Cultural Awareness and Sensitivity (CAS) 









Figure 14. Distribution of Scores on the Cultural Competence Behaviors (CCB) Subscale 
of the Cultural Competence Assessment (CCA). 
 
Cronbach’s alpha was calculated as an estimate of reliability for the CCA and its 
subscales. In this sample, the Cronbach’s alpha was .897 for the CCA, .733 for the CAS 
subscale, and .914 for the CCB subscale. Item to total statistical analysis of the CCA 
scale and each of its two subscales, evaluated individually, revealed that deletion of any 




Marlowe-Crowne Social Desirability Scale Results 
 Total scores on the MCSDS – Form C can range from 1-13. In this sample, scores 
ranged from 2 to 12 (M = 8.6, SD = 2.19), as shown in Table 9, and the Cronbach’s alpha 
as an estimate of reliability was .49. The item to total statistics showed that deletion of 
most items would not change Cronbach’s alpha significantly, with one exception. 
Deletion of the item: “I am sometimes irritated by people who ask favors of me” would 
change the Cronbach’s alpha to .616.  
 
Table 9 












3 2 .9 
4 6 2.8 
5 14 6.6 
6 15 7 
7 27 12.7 
8 26 12.2 
9 38 17.8 
10 37 17.4 
11 35 16.4 
12 12 5.6 
 
Note. Total percentage may not equal 100 because of rounding.  
 
The results of the MCSDS – Form C were normally distributed (Shapiro-Wilk < 
.000; skewness =  -.519, kurtosis = -.440). The mean on the scale was high (M = 9, SD = 




acceptable responses by the study participants. The distribution curve for MCSDS – 
Form C scores can be seen in Figure 15.  
 
Figure 15. Distribution Curve for Total Scores on the Marlowe-Crowne Social 
Desirability Scale (MCSDS). 
 
Method Continuation 
 After viewing the video vignette and ranking their likelihood of recommendation 
of contraceptive methods, participants were asked: “How likely do you think it is that this 




ranked this on a sliding scale, with anchors only at highly unlikely, neutral, or highly 
likely. See Appendix A for an image of the question as it appeared to participants. The 
scale was invisibly coded as 1 to 100. Scores ranged from 27 to 100 with a mean of 82.31 
and standard deviation of 12.89 (n = 191). The scores were normally distributed as 
evidence by non-significant skewness (-1.07) and  kurtosis (2.07), and as can be seen in 
Figure 16. 
 





Specific Aim #1 
The first specific aim was to determine whether NP/CNMs’ contraceptive 
recommendations differ by race/ethnicity or socioeconomic status (SES). In MANOVA 
for this study, the independent variables were video by race/ethnicity and video by SES, 
while the contraceptive recommendations of the eight methods were grouped into a single 
dependent variable. The first analysis was run in conjunction with two tests of 
homogeneity of variance: Box’s M and Levene’s test. The Box’s M test was significant (p 
< .000), indicating that the data did not meet the assumption of homogeneity of variance. 
The Levene’s test was significant for two of the eight dependent variables, OCPs [F (5, 
177) = 2.604, p = .027] and IUCs [F (5, 177), p = .004]. When group sizes are considered 
equal, MANOVA results may safely be interpreted despite failure to meet the 
assumptions of homogeneity of variance, using Pillai’s trace (V) results instead of the 
traditional Wilk’s lambda  (Field, 2013; Tabachnick & Fidell, 2007). In this study, the 
group sizes were mostly equally distributed. Thus, continuing with interpretation of the 
MANOVA results was possible (O. Dziadkowiec, personal communication, May 6, 
2014). 
  The mean scores and standard deviations for contraceptive recommendations as 
a function of video by race/ethnicity and video by SES is shown in Table 10. Using 
Pillai’s trace, there was no main effect of video by race/ethnicity on contraceptive 
recommendations [V = .060, F (16, 342) = .667, p = .827].  There was a significant main 
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2.831, p = .006], suggesting that SES of the woman depicted in the video influenced 
contraceptive recommendations in general. The effect size was small at .118, but 
observed power was high at .938. Testing between subjects revealed a significant effect 
of video by SES on recommendation of OCPs [F (1) = 8.003, p = .005], with a small 
effect size of .04 and observed power of .803. While not statistically significant, there 
was a trend toward an effect of video by SES on recommendation of IUCs as well [F (1) 
= 2.743, p = .099], but effect size and observed power were low (.015 and .037, 
respectively). Analysis of quantile-quantile (Q-Q) plots can be helpful in further 
understanding how well the data fits the model of MANOVA, therefore this was done to 
explore OCP and IUC recommendations in particular, but recommendation of all 
contraceptive methods were reviewed for completeness.  
Quantile-quantile plots are a graphical representation of data, plotted along a 
diagonal line. The diagonal represents the expected quantiles, and individuals points are 
plotted for the observed quantiles. Deviation of the observed quantiles, either above or 
below the diagonal, represents deviation from normality (Field, 2013). The Q-Q plots 
showed that the MANOVA formula fit some observed values more than others for certain 
data points. Selected plots are shown here (Figures 17 through 23), and all Q-Q plots for 
the first specific aim can be found in Appendix B.  As a first example, in the Q-Q plots 
by race/ethnicity and barrier method (Figures 17, 18, and 19), the model fits the data well 























Figure 19. Q-Q Plot for Barrier Method and Video by Race/Ethnicity: White. 
 
In the case of race/ethnicity and OCPs (Figures 20, 21, and 22), the model is least 
robust in the Hispanic group, but there is a trend toward underestimation of OCP 
recommendation of OCPs in all three groups. In other words, the observed values are 

























Figure 22. Q-Q Plot for OCPs and Video by Race/Ethnicity: White. 
 
For the contraceptive vaginal ring (Figures 23, 24, and 25), the model does not 
seem to be a good fit for any race/ethnicity.  
For implants and IUC, the MANOVA model does not fit well for Whites, 
Hispanics, and African Americans, with a trend toward underrepresentation of data in the 
recommendations against each of those methods. For sterilization, the opposite occurred, 
with a trend in all race/ethnicity categories toward overrepresentation of recommendation 
for sterilization for women of all races. The Q-Q plots for each of these variables can be 
























Figure 25. Q-Q Plot for Ring and Video by Race: White.  
 
Examination of the Q-Q plots by SES revealed similar skew. In OCPs, the 
contraceptive vaginal ring, implants, and to a lesser extent, the transdermal patch and 
DMPA, there was a trend toward underestimation of recommendations against this 
method for both high and low SES women. All of these Q-Q plots can be found in 
Appendix B. In IUCs, there was a more marked deviation from the model in 













Figure 27. Q-Q Plot of IUC by SES: High. 
 
For sterilization, marked deviation occurred in both low and high SES women 
toward overestimation of recommendation (Figures 28 and 29).  
Examination of the Q-Q plots added to the credibility of the statistically 
significant main effect of video by SES on contraceptive recommendations, but the 
results were not definitive, and the findings warranted further investigation. As suggested 
by Field (2007), discriminant analysis is an appropriate statistical analysis to use after a 
significant MANOVA finding. Thus a discriminant analysis was performed, using video 




contraceptive methods as the dependent variables. The canonical correlation was low (R2 
= .336), indicating that, overall, the function did not discriminate well. The correlations 
between contraceptive recommendation of individual methods and the discriminant 
function revealed that OCPs loaded heaviest on the function (r = .552), followed by IUC 
(r = .370). The remaining six methods were far removed from OCPs with a loading range 
of .155 to -.291. This suggests that OCP recommendation influenced the significant main 
effect of video by SES on contraceptive recommendation, with a potential secondary 









Figure 29. Q-Q Plot of Sterilization by SES: High.  
 
Based on the findings of the discriminant analysis, coupled with the findings that 
OCPs and IUCs both violated Levene’s test in the full MANOVA model, the MANOVA 
was repeated with OCPs and IUCs removed from the list of the dependent variables. 
With removal of these two dependent variables, the main effect of video by SES on 
contraceptive recommendation disappeared [F (6, 174) = 1.007, p = .423], the effect size 
reduced from .118 to .034, and the observed power was essentially halved from .938 to 
.391. The homogeneity of variance improved slightly but was still significant (Box’s M = 
152.613, p = .014), thus the revised model continued to violate the assumption of 
homogeneity.  
The findings of the MANOVA and subsequent examination of the data showed 




interpreted with caution. The OCP recommendation means in the sample are narrowly 
distributed between low SES (M = 5.52, SD = 1.14) and high SES (M = 5.93, SD = .905). 
This small but statistically significant difference may be of little clinical relevance.  
There was no interaction effect of video by race/ethnicity and video by SES on 
contraceptive recommendations [V = .052, F (16, 342) = .573, p = .904], and the effect 
size was also small at .026. Observed power for the main effect of video by race/ethnicity 
and interaction effect of video by race/ethnicity and video by SES was low (β = .459, β = 
.391, respectively).  
Because MANOVA was not part of the initial data analysis plan, a post-hoc 
power analysis in consultation with a statistician was conducted using G*Power 3 to 
determine whether or not the sample size of 213 was sufficient for MANOVA (Faul, 
Erdfelder, Lang, & Buchner, 2007; O. Dziadkowiec, personal communication, May 6, 
2014). The same criteria as the a priori power analysis were entered into the G*Power 3 
calculator: a medium effect size (Pillai’s trace = .06), an alpha of .05, five degrees of 
freedom, and 80% power, but this time the model included the two independent factors of 
video by race/ethnicity and video by SES and the grouped dependent variable of 
contraceptive recommendation, using eight dependent variables for each of the 
contraceptive methods for the single MANOVA. The minimum sample size was 
estimated to be 260, which exceeded the available sample size of 213. Based on the 
magnitude of the lack of significance in the main effect of video race/ethnicity, the lack 
of an interaction effect of video by race/ethnicity and video by SES, and the magnitude of 
the significance of the main effect of video by SES, it is doubtful that additional 




Dziadkowiec, personal communication, May 6, 2014). In other words, the addition of 
another 50 or so participants would not have strengthened or weakened the results of the 
MANOVA.  
In follow up to the MANOVA and for completeness, a series of eight factorial 
analyses of variance (ANOVA) were performed to test the main and interaction effects of 
video by race/ethnicity and video by SES on contraceptive recommendations. For each 
individual ANOVA, the independent variables were 1) race/ethnicity as depicted by 
video, and 2) SES as depicted by video. The dependent variable for each ANOVA was 
contraceptive recommendation for a specific method: barrier method, OCPs, 
contraceptive vaginal ring, transdermal contraceptive patch, DMPA, implants, IUC, and 
sterilization.  
There was a single significant main effect of SES on recommendation of OCPs [F 
(1, 201) = 4.99, p = .027], suggesting that NP/CNMs were more likely to recommend 
OCPs to women of high SES (M = 5.92, SD = .93) than low SES (M = 5.60, SD = 1.169).  
While not statistically significant [F (1, 202) = 3.19, p = .076], there was an opposite 
trend in preferential recommendation of DMPA to women of low SES (M = 5.07, SD = 
1.59) compared to high SES (M = 4.69, SD = 1.64). There were no additional statistically 
significant main effects of race or SES on recommendation of any of the remaining six 
contraceptive methods. Additionally, there were no interaction effects of race and SES on 
individual contraceptive method recommendations.  
Specific Aim #2 
The second specific aim was to determine if NP/CNM cultural competence 




socioeconomic status (SES). Cultural competence was measured using the Cultural 
Competence Assessment (CCA). The subscales of the CCA include the CAS, or the 
Cultural Awareness and Sensitivity subscale, and the CCB, the Culturally Competent 
Behaviors subscale. The scale results for this study were reviewed earlier in this chapter. 
The statistical analyses related to the specific aim will be reviewed here.   
Statistical Analyses: MANCOVA 
To analyze whether or not cultural competence explains differences in NP/CNM 
contraceptive recommendations by race/ethnicity and socioeconomic status, multiple 
analysis of covariance (MANCOVA) was performed. Three separate MANCOVAs were 
done, using the independent variables of video by race/ethnicity and video by SES. 
Contraceptive recommendations for all eight methods were grouped as a single 
dependent variable, and total CCA scores, CAS scores, and CCB scores each served as 
the covariate in one of the three separate tests.  
CCA. Using Pillai’s trace, there was no main effect of video by race/ethnicity on 
contraceptive recommendations using the covariate of total CCA score [V = .055, F (16, 
340) = .847, p = .601], and the effect size was small at .0428. There was no main effect of 
video by SES on contraceptive recommendations using the covariate of total CCA score 
[V = .074, F (8, 169) = 1.7, p = .103], and the effect size was also small at .074. Box’s M 
was significant (p < .000), and Levene’s test was significant for OCPs [F (5, 177) = 4.34, 
p = .001], DMPA [F (5, 177) = 4.05, p = .002], implant [F (5, 177) = 2.31, p = .046], and 
IUC [F (5, 177) = 7.03, p < .000], indicating that the variables did not fully meet the 




CAS. There was no main effect of video by race/ethnicity on contraceptive 
recommendations using the covariate of the CAS subscale [V = .059, F (16, 340) = .549, 
p = .919], and the effect size was small at .025. There was no main effect of video by 
SES on contraceptive recommendations using the covariate of the CAS subscale [V = 
.072, F (8, 169) = 1.64, p = .117], and the effect size was small at .072.  Box’s M was 
significant (p < .000), and Levene’s test was significant for OCPs [F (5, 177) = 4.21, p = 
.001], DMPA [F (5, 177) = 4.17, p = .001], implant [F (5, 177) = 2.35, p = .043], and 
IUC [F (5, 177) = 7.34, p < .000]. This again indicated that the test did not fully meet the 
assumption of homogeneity of variance.  
CCB. Finally, there was no main effect of video by race/ethnicity on 
contraceptive recommendations using the CCB subscale as the covariate [V = .059, F (16, 
340) = .595, p = .888], and the effect size was small at .027. There was no main effect of 
video by SES on contraceptive recommendations using the CCB subscale as the covariate 
[V = .073, F (8, 169) = 1.68, p = .108], and the effect size was small at .073. Box’s M was 
significant (p < .000), and Levene’s test was significant for OCPs [F (5, 177) = 4.58,  p = 
.001], DMPA [F (5, 177) = 4.13, p = .001], implant [F (5, 177) = 2.3, p = .048], and IUC 
[F (5, 177) = 7.15, p < .000], indicating that the test did not meet the assumption of 
homogeneity of variance.  
In sum, the multivariate tests to determine if NP/CNM cultural competence 
explains differences in NP/CNM contraceptive recommendations by race/ethnicity or 
socioeconomic status (SES) were inconclusive. While no main effects were observed, the 
data did not fully meet the assumptions for the multivariate tests, and the effect sizes 




Specific Aim #3  
The third specific aim was to explore the relationships among provider-level 
characteristics (age, years in practice, education, practice setting, and U.S. region of 
residence) and cultural competence as measured by the CCA, and contraceptive 
recommendations. A series of one-way analysis of variance (ANOVA) were conducted to 
explore the relationships among provider-level characteristics and the dependent 
variables of interest. The provider characteristics included age, years in practice, 
education, practice setting, and U.S. region of residence. The dependent variables were 
cultural competence as measured by the CCA total score, the CAS subscale score, and the 
CCB subscale score; contraceptive recommendation, and participants’ response to the 
likelihood of method continuation for the patient depicted in the video. Because of lack 
of variance in the sample, provider race and prior cultural diversity training were not 
examined. The variables of age, years in practice, education, and practice setting were 
collapsed into a smaller number of categories for the analysis, and the revised variable 
frequencies are presented in Table 11. 
The ANOVA results are presented in Table 12. Practice setting and CCB results 
had a statistically significant association (p = .024). Post hoc Tukey’s test showed that 
this relationship could be explained by differences in those who practiced in rural/remote 
areas (M = 5.82) compared to those in metropolitan areas (M = 5.49, p = .041). U.S. 
Region and CCA results had a statistically significant association (p = .007). U.S. Region 
was also associated with scores on the CCB subscale (p = .002).  Post hoc Tukey’s tests 
showed a significant association between CCA scores in participants from the North (M = 




significant association between CCB scores in participants from the North (M = 5.6) 
compared to the West (M = 4.74, p = .003). Differences in scores in the North and the 
South (M = 4.99) neared but did not achieve significance (p = .057). 
Contraceptive Recommendation  
 A series of chi-square tests were performed to determine if any relationships 
existed between contraceptive recommendation (per method) and the provider 
characteristics of age, years in practice, education, practice setting and U.S. region. For 
this analysis, contraceptive recommendation was collapsed into three categories: 
recommend for, neutral, and recommend against. Significant main effects were found for 
age [Implant: χ2 (4, N =  207, p = .022) = 11.45; IUC: χ2 (4, N =  209, p = .051) = 9.44], 
education [IUC: χ2 (4, N =  210, p = .020) = 11.71], and practice setting [Transdermal 
patch: χ2 (6, N =  209, p = .044) = 12.9]. Post hoc analysis of the chi-square was 
conducted and standardized residuals with a deviation of +2 or -2 were considered to 
denote significance. With respect to age, more people under the age of 44 would 
recommend against the implant than would be expected (std. residual = 2.0). More 
participants in the 55 and older category were neutral on recommendation of IUC (std. 
residual = 1.9). For education, more participants than expected with a bachelor’s degree 
would recommended against an IUC (std. residual = 2.0). In practice setting, more 
















    Under 44 71 33.3 
    45-54 57 26.8 
    55 and Over 84 39.4 
Region   
    Northeast 27 12.7 
    South 74 34.7 
    Midwest 44 20.7 
    West 66 31.0 
Years in Practice   
    Less than or equal to 5 54 25.4 
    5-10  29 13.6 
    10-15  33 15.5 
    15-25  63 29.6 
    25+  34 16.0 
Highest Level of 
Education (Degree) 
  
    Undergrad/Bachelor  18 8.5 
    Graduate 170 79.8 
    Doctoral  22 10.3 
Practice Setting 18 8.5 
    Remote or Rural 52 24.4 
    Suburban 82 38.5 
    Metropolitan 32 15.0 
    Urban 47 22.1 
 
 







Means, Standard Deviations, and One-Way Analyses of Variance for the Effects of Age, 
Years in Practice, Education, Practice Setting, and U.S. Region of Residence on Three 
Dependent Variables 
 
 M SD F p Ƞ2 
CCA      
     Age 5.59 .687 2.99 .053 .028 
     Years in Practice 5.59 .688 .225 .924 .004 
     Education 5.59 .689 2.71 .069 .025 
     Practice Setting 5.59 .688 2.47 .063 .034 
     U.S. Region 5.59 .686 4.18 .007 .057 
CAS      
     Age 6.26 .482 1.18 .311 .011 
     Years in Practice 6.26 .481 .580 .678 .011 
     Education 6.26 .481 .603 .548 .006 
     Practice Setting 6.26 .481 1.72 .165 .024 
     U.S. Region 6.27 .445 .891 .447 .013 
CCB      
     Age 5.06 1.09 2.85 .060 .027 
     Years in Practice 5.05 1.09 .283 .889 .005 
     Education 5.06 1.09 2.40 .094 .023 
     Practice Setting 5.05 1.09 3.20 .024 .044 
     U.S. Region 5.05 1.09 4.98 .002 .067 
 
 
Note. CCA = Cultural Competence Assessment, CAS = Cultural Awareness and 
Sensitivity subscale of the CCA, CCB = Cultural Competence Behavior subscale of the 
CCA. Ƞ2 = eta squared, effect size.  
 
 
Other Exploratory Variables 
Scores on the MCSDS – Form C were positively correlated with scores on the 
CCB subscale (n = 196, r = .043), indicating that those who reported that they engaged in 




them more favorably. Finally, the results of the series of one-way ANOVAs investigating 
provider characteristics and perceived likelihood of method continuation showed a main 
effect of age, [F (2, 187) = 3.21, p = .042, ƞ2 = .033]. A post hoc Tukey HSD test showed 
that those ages 44 and under (M score = 79.5) were less confident that the woman would 
continue on her chosen method for a year than those ages 45 to 54 years (M score = 85.6, 
p = .032). No other significant main effects were found.  
Summary 
 The results of the study were reviewed in detail in this chapter. Providers’ self-
assessment of cultural competence indicated that they believed themselves to be very 
competent or somewhat competent in caring for people different from themselves. Scores 
on the CCA and its subscales indicated that the NP/CNMs in the sample were highly 
cultural competent, but social desirability scores were also high, making the CCA results 
somewhat suspect. Providers were confident that the woman depicted in the video would 
continue with her contraceptive method at one year.  
The null hypothesis was supported for the first question of specific aim #1, as 
there was no main effect of race/ethnicity or SES on contraceptive recommendations. 
There was a significant main effect for SES on contraceptive recommendations, however, 
and it was explained mostly by preferential recommendation of OCPs to high SES 
women. Recommendation of IUC to high SES women approached but did not reach 
significance. There was no interaction effect of race/ethnicity and SES on contraceptive 
recommendation, supporting the null hypothesis. The null hypothesis was again 




competence on contraceptive recommendations by race/ethnicity or SES. The small 
sample size and lack of power make this finding difficult to interpret.  
Exploratory analyses revealed several relationships between provider 
characteristics and study variables of interest. There were significant relationships 
between: U.S. Region, CAS, and CCB scores; practice setting and CCB results; and age, 
education, and practice setting on contraceptive recommendations. The implications of 







 This study was a randomized factorial experiment, in which providers watched 
one of six randomly assigned video vignettes. The videos depicted women of varying 
race/ethnicity and socioeconomic status (SES), all of whom were seeking provider advice 
on contraception. After viewing the video, all study participants then completed a series 
of questions related to contraceptive recommendations, cultural competence, social 
desirability, and demographics. In this chapter, the findings of the study will be 
discussed, and potential explanations will be proposed. First, the participant sample is 
reviewed in terms of its representativeness of the NP/CNM population in the U.S.. 
Second, general observations of trends in provider contraceptive recommendations for 
each method included in the study survey are presented. Third, the findings related to 
each study measure are discussed. Fourth, the findings related to each specific aim of the 
study are discussed. Finally, the study limitations and implications for future research are 
reviewed.  
Study Sample 
The key provider characteristics related to study aims were age, years in practice, 
education, practice setting, and U.S. Region. The study sample was predominantly 
comprised of White, masters-prepared, women’s health nurse practitioners, ages 45 to 64 
years. This is consistent with the demographics of nurse practitioners (NPs) as reported in 
the results of the 2012 U.S. Department of Health and Human Services national survey of 
NPs. Respondents to that  national survey (N = 13,000) were also predominantly white, 




Only 3% were Hispanic/Latino, 5% were Black, and 6% were from another race or 
ethnicity. It is interesting to note that there were more participants who reported having a 
Doctor of Nursing Practice (DNP) degree (n = 14, 6.7%) compared to only 5 (2.4%) who 
reported a Doctor of Philosophy (PhD) in nursing. This is also in keeping with the 
national footprint of doctorally-prepared nurses, with relatively few at the doctoral level 
(5%, U.S. Department of Health and Human Services, 2014).  
Most participants (51%) were new to clinical practice (1 to 5 years) or had many 
years of experience (15 to 25 years). Those in the middle part of their careers (5 to 15 
years) made up approximately 28% of the sample. It is conceivable that the NPs in the 
middle part of their careers (5 to 15 years) are the busiest in their practice and did not find 
the time to take part in this type of survey research, but the exact cause of this 
underrepresentation is not known. Those new to practice may have been closer to 
completion of their own education and sympathetic to participating in a student survey.   
Practice setting is particularly important to consider in a study of cultural 
competence, as it is conceivable that those in certain settings will be more likely to have 
the opportunity to interact with patients from a multitude of races and ethnic 
backgrounds. The sample was distributed evenly among U.S. Region and practice setting 
(rural, suburban, metropolitan, and urban areas), and there were only a few participants 
who practiced in a remote setting (n = 8, 3.8%). Disparity related to geographic location 
(rural versus urban) is important enough to be assessed as part of the government 
program Healthy People 2020 (HHS, Healthy People 2020, 2011). The vast majority 
(77%) of Americans live in urban and metropolitan areas, where the population is 




Healthy People 2020, 2011). Those who work in rural or remote areas may be more 
likely to encounter patients of a specific ethnic minority group (such as Native Americans 
or Native Hawaiians), lower socioeconomic status, less education, and less insurance 
coverage. Variability in practice setting in this sample contributed to the credibility of the 
study findings for that provider characteristic.   
It is encouraging to see that the majority of NP/CNMs reported that they had 
participated in cultural diversity training at some point in their education (87%). 
Furthermore, almost all participants (97%) had participated in some type of cultural 
competence workshop since graduation. According to the Office of Minority Health 
(2013), education on cultural diversity and cultural competence is a cornerstone of 
nursing care. The reports of participation in this sample reinforce the implementation of 
general education guidelines and the culturally and linguistically appropriate services 
(CLAS) standards.  
Trends in Contraceptive Recommendations for Each Method  
 Participants in this study were asked to rank their likelihood of recommending 
eight contraceptive methods on a seven-point Likert scale with the following response 
options: strongly recommend against, recommend against, somewhat recommend 
against, neither recommend for or against, somewhat recommend for, recommend for, 
and strongly recommend for. In this section, observations on the likelihood of 
recommendation for each method will be reviewed in terms of current clinical practice 
trends noted in the literature. This discussion pertains to the overall likelihood of 




Barriers. Most respondents were neutral in terms of recommendation of barrier 
methods. It would be interesting to understand why more NP/CNMs did not recommend 
against barrier methods, considering the women in the videos did not have an active 
desire to become pregnant. Furthermore, barrier methods are the least effective at 
preventing pregnancy of all of the methods included in the survey (Trussell, 2011). The 
women stated that they found condoms to be “kind of a pain,” and they expressed the 
desire to stop using them, but they also said that they did not want to get pregnant “for at 
least a few years.”  Perhaps NP/CNMs were neutral on recommendation of barrier 
methods from the standpoint of protection from sexually transmitted infections. Each 
woman in the videos reported a desire for her and her boyfriend to “get tested for 
everything.” It is possible that this comment led some NP/CNMs to keep barrier methods 
as a possibility for protection against sexually transmitted infections.  
Oral contraceptive pills. Oral contraceptive pills continue to be the most widely 
used hormonal contraceptive method by women in the U.S. (Jones, Mosher, & Daniels, 
2012). This trend continues, despite emerging evidence that typical failure rates with 
OCPs is 9%, which is much higher than the 1-2% failure rate shown in clinical studies 
and associated product labeling (Daniels, Mosher, & Jones, 2013; Trussell, 2011). 
Similar to the findings of Dehlendorf et al. (2011) that physicians recommended OCPs 
more than other methods, NP/CNMs in this study sample were likely to somewhat 
recommend for or recommend for OCPs, in all race/ethnicity groups. It is interesting to 
note the potential preferential recommendation of OCPs to higher SES women, and this 




Contraceptive vaginal ring. The contraceptive vaginal ring has been available in 
the U.S. since 2003. The contraceptive vaginal ring is one of the least used contraceptive 
methods, although there has been an increase in uptake in the past few years (Daniels, 
Mosher, & Jones, 2013). It is possible that providers are hesitant to recommend the 
contraceptive vaginal ring due to perceptions that the patient will not be willing to insert 
or remove the ring independently. There also have been ongoing debates about the safety 
of third-generation progestins, one of which is the progestin component of the available 
contraceptive vaginal ring (etonogestrel), (Dinger, Heinemann, & Kühl-Habich, 2007; 
Sidney et al., 2013). In this sample, there was a trend toward NP/CNMs recommending 
for the vaginal ring. This is interesting, and it would be beneficial to understand how/if 
this pattern changes over time. Further studies on the type of clinician who is willing to 
recommend the ring would also be of interest, as this was also a similar finding in 
Dehlendorf et al.’s (2011) study of physicians.  
Transdermal patch. In this sample, NP/CNMs were likely to somewhat 
recommend for the transdermal patch. Like the contraceptive vaginal ring, the 
transdermal patch has been available for a little more than a decade. In the early days of 
its availability, there was a concern about the potential harmful effects of increased 
estrogen exposure with the patch compared to other combined contraceptive methods 
such as the contraceptive vaginal ring and OCPs (van den Heuvel, van Bragt, Alnabawy, 
& Kaptein, 2005). Studies have shown that there are no unexpected long-term adverse 
effects with the transdermal patch, but there may be lingering hesitancy among clinicians 




Depo-medroxyprogesterone acetate. Similar to the transdermal patch, 
NP/CNMs in this sample were likely to somewhat recommend for DMPA injections. The 
use of DMPA is lower compared to OCPs, and concerns about side effects such as weight 
gain linger in clinicians’ and patients’ minds (Dal’Ava, Bahamondes, Bahamondes, 
Bottura, & Monteiro, 2014). A delayed return to fertility can also be of concern with 
DMPA, and this may have been a factor in the NP/CNMs consideration of the woman 
depicted in the video. Although the women in the videos stated that they did not want to 
become pregnant “for a few years,” future fertility was still desired. It is encouraging that 
race/ethnicity and SES did not affect recommendation of the method in this sample. It is 
also encouraging that DMPA was still considered a viable option by the providers in this 
study. Although it has gone somewhat out of favor, DMPA is still a good contraceptive 
option, given its efficacy and favorable safety profile (Nelson, 2010).  
Implant. Contraceptive implants have gone in and out of favor in the past few 
decades. Safety concerns led to limited implant availability globally and in the U.S. in the 
1990’s, and newer implants were not introduced until the past decade. Since that time, the 
implant has remained low on the list of commonly used contraceptives, with only 0.5% of 
U.S. women choosing implants (Guttmacher Institute, 2013). Implants have a stigma of 
being preferentially prescribed to low-income, ethnic minority women (Roberts, 2000). It 
is quite interesting to see that in this sample, NP/CNMs trended toward recommendation 
for the implant. This is supported by recent epidemiologic data on increases in implant 
use (Daniels, Mosher, & Jones, 2013; Jones, Mosher, & Daniels, 2012). Due to its high 
efficacy and low incidence of side effects, this is likely to become a more popular method 




Intrauterine contraceptive. One of the first intrauterine contraceptives (IUCs) , 
the Dalkon shield, was pulled from the market due to infection concerns in the early 
1970’s. There was a significant and lasting negative impression of IUCs after that time, 
despite evidence showing that infection due to poor design, and not the IUC concept 
itself, was the cause for concern (Gee, Wood, & Schubert, 2014). Intrauterine 
contraceptives have regained popularity since the introduction of copper and 
levonorgestrel intrauterine devices, and there has been a surge in use of IUCs in the U.S. 
in recent years.  In the early 1980’s,  about 7% of women used IUCs, compared to 1% in 
1995, 2% in 2002, and back up to 5.5% in 2006-2008 (Mosher & Jones, 2010). This 
surge is reflected in the trend toward recommend for and strongly recommend for IUCs 
by NP/CNMs in this study sample.  
Sterilization. Overall, NP/CNMs in this study were not in favor of 
recommending sterilization to any of the women depicted in the videos. The responses 
fell mainly in the recommend against to strongly recommend against categories. It would 
have made logical sense to strongly recommend against sterilization, as women in the 
video expressed a desire for future fertility. Sterilization remains the top contraceptive 
method chosen by women in the U.S. (36.6%), and it will be interesting to see if there is a 
decrease in its use over time in light of the increasing popularity of IUC and implants 
(Guttmacher, 2013). 
Method continuation. Participants in this study were confident that the patient 
they saw in the video would continue with her chosen method at one year. On the sliding 
scale, the average ranking was closest to the woman being highly likely to continue, and 




reality. According to Trussell’s (2011) analysis of the National Survey of Family Growth 
(NSFG)  2002 data, only women electing to use IUCs, implants, or sterilization are likely 
to continue with their chosen method at one year (range 78 to 100 percent of women in 
the NSFG). Women who use less reliable methods such as OCPs, the contraceptive 
vaginal ring, the transdermal patch, and DMPA are much less likely to continue with 
their method at one year (range 41 to 67 percent of women in the NSFG, Trussell, 2011).  
O’Neill-Callahan, Peipert, Zhao, Madden, and Secura (2013) found similar continuation 
rates for long-acting reversible contraceptives (LARC) versus non-LARC methods, with 
77% and 41% of women (N = 9, 256) continuing with their chosen method at two years, 
respectively.  
To date, studies employing a multitude of counseling and reminder interventions 
have failed to show an improvement in adherence and continuation of contraceptive 
methods (Halpern, Lopez, Grimes, Stockton, & Gallo, 2013). The overestimation of 
confidence in method continuation by NP/CNMs in this study warrants further attention, 
as providers may take it for granted that women are likely to continue with the method 
they select. It is clear from the results of this study as well as trends in contraceptive 
choice that LARC methods are becoming more popular among both providers and the 
women who use them, likely because they are easy to use and continuation rates are 
higher than other methods (Jones, Mosher, & Daniels, 2012). Provider education and 
increased awareness of the reality of method continuation could prompt changes in 
counseling techniques, and could possibly influence women to elect more effective 
methods, like LARC. Caution should be taken, however, in viewing LARC as a blanket 




preferential prescribing to poor and racial/ethnic minority women (Higgins, 2014). This 
will be discussed in more detail in the next section.   
To summarize the trends in contraceptive recommendation in this study, providers 
were most likely to recommend the IUC to all women compared to all other methods, and 
least likely to recommend sterilization. This is consistent with trends in the literature and 
recent upticks in IUC use by women in the U.S.. Recommendation for OCPs, the implant, 
and the contraceptive vaginal ring were about equal, as were recommendation for the 
transdermal patch and DMPA. This is also in line with the general popularity and use of 
these methods (Jones, Mosher, & Daniels, 2012). One possible exception is the 
contraceptive vaginal ring, where real-life use is likely less compared to the relative 
likelihood of recommendation of it by the providers in this study. Despite the fact that the 
women in the videos expressed dissatisfaction with using condoms, barrier method 
recommendation was neutral. This could be due to the providers’ perceptions of the need 
for protection against sexually transmitted infections as opposed to using the barrier for 
contraceptive purposes.  
Overall, the differences in contraceptive recommendation were slight and not 
statistically significant. The clinical significance of the differences, however, may 
warrant further study over time. For example, does the increased recommendation of IUC 
lead to lower rates of unintended pregnancy in the U.S.? Finally, the providers in this 
study were confident that the women in the videos would continue with their chosen 





Cultural competence self-assessment. The vast majority of providers in this 
sample considered themselves very competent or somewhat competent in working with 
people from cultures different than their own. Previous studies using the CCA have not 
consistently reported these results, so direct comparisons are difficult. One study that did 
report cultural competence self-assessment using the CCA was conducted by Marra, 
Covassin, Shingles, Canady, and Mackowiack (2010). In their large sample (N = 3102), 
most participants also reported that they were very or somewhat competent (M = 4.52 on 
a scale of 1 to 5, 5 being very confident). Heitzler (2011) also found that the majority of 
respondents (87%) reported being very or somewhat competent. 
Self-perception of cultural competence has been shown to decrease after a 
culturally-immersive experience or even after a cultural education intervention (Isaacson, 
2014; Robb, 2014).  This suggests that people may perceive themselves to be culturally 
competent, but once they have an opportunity to engage with people different from 
themselves or to learn about other cultures, they may find that they are actually less 
prepared and less confident. On the other hand, those who perceive themselves to be less 
competent in the first place may actively seek education or experiences that will increase 
their cultural competence (Alpers & Hanssen, 2014). Many researchers have used a pre-
test/post-test study design to assess the effectiveness of cultural competence interventions 
and subsequent cultural competence, but only one known study used the CCA (Heitzler, 
2011).  There are additional CCA survey questions about experience working with 
patients that were not evaluated as part of this study. Examination of that data may 




experience with multicultural groups. Furthermore, it would be interesting to note any 
relationship between self-assessment of cultural competence and prior diversity training.   
Cultural Competence Assessment. Higher scores on the CCA indicate a higher 
level of cultural competence. According to the Doorenbos and Schim (2004) a desirable 
mean score for the CCA and its subscales is 4, and a mean from 4.5 to 5 is excellent 
(scores can range from 1 to 7). The mean score for this sample was 5.59 (SD = .688). 
This indicates that the providers in this study had a very high level of cultural 
competence. Scores were highest on the CAS, with a mean 6.26 (SD = .481), indicating 
that the providers in this study also had a very high level of cultural awareness and 
sensitivity. Scores were lowest on the CCB, with a mean score of 5.05 (SD = 1.09). 
Taken together, these results are consistent with the available literature on use of the 
CCA. In the six known studies using the CCA, mean scores on the CCA overall ranged 
from 4.8 to 5.9, from 5 to 6.1 on the CAS, and from 3.95 to 5.2 on the CCB.  These very 
high cultural competence scores may partially be explained by the desire of the 
participants to respond in a socially acceptable way, as evidenced by the MCSDS – Form 
C results.  
MCSDS-Form C. Scores on the MCSDS – Form C indicated that the providers in 
this study were very likely to have responded to questions in a socially desirable manner 
(M = 8.6, range 1-13). This is similar to, but slightly higher than the results from Benkert 
et al.’s (2011) study of NPs, where the mean was 7.1, and Heitzler’s (2011) study where 
the means were 7.62 for study non-completers and 8.12 for study completers. The mean 
MCSDS – Form C score in Starr and Wallace’s (2009) study of nurses was substantially 




correlations between scores on the MCSDS – Form C and scores on the CCA, CAS, and 
CCB. For example, in Heitzler’s (2011) study, MCSDS – Form C scores were positively 
correlated with CCA scores (r = .219, n = 132, p = .012). Hardy (2011) reported that 
social desirability did not affect CCA responses in her study of nurses. In the present 
study, MCSDS – Form C scores were positively, but weakly, correlated only with CCB 
scores (r = .043).  
It is interesting to note that Benkert et al. (2011) found that social desirability was 
more common in female respondents. This phenomenon of more social desirability 
responding in females has been supported in other studies as well (Bell & Naugle, 2007; 
Larson, 2000; Plaud, Gaither, & Weller, 1998). The high mean score on the MCSDS – 
Form C in the present study could be explained by a predominantly female population, 
but this is an assumption, as gender was not assessed.  
The reliability of the MCSDS – Form C in this sample (Cronbach’s α = .49) was 
lower than in most other studies, however. Cronbach’s alpha for the MCSDS – Form C in 
Benkert et al.’s (2011) study of NPs was .79. Previous studies supported the reliability of 
the MCSDS with Cronbach’s alphas ranging from .62 to .82 (Barger, 2002; Loo & 
Thorpe, 2000; Reynolds, 1982; Zook & Sipps, 1985).  A meta-analysis of the 
psychometrics of the MCSDS (all forms) indicated that reliability estimates tend to be 
higher in samples of women, which was clearly not the case in the present study 
(Beretvas, Meyers, & Leite, 2002). Beretvas, Meyers, and Leite (2002) caution that the 
usefulness of the MCSDS in specific populations needs to be studied further, as reliability 




studies to examine the MCSDS – Form C in NP/CNMs, further studies should be 
conducted to determine its appropriateness in this relatively homogenous population.  
Specific Aim #1 
 Race/Ethnicity. There was no main effect of race/ethnicity on contraceptive 
recommendations, supporting the null hypothesis. This finding implies that race/ethnicity 
of the women depicted in the videos may not play a role in NP/CNMs’ minds when 
considering recommendation of a contraceptive method. This finding is in contrast to the 
results of Dehlendorf et al.’s (2010b) study, where Black women were more likely than 
White or Latina women to have the IUC recommended, and there were interaction effects 
in IUC recommendation based on race/ethnicity and SES. One of the major differences 
between this study and Dehlendorf et al.’s (2010b) study, however, is that Dehlendorf et 
al. reported differences in IUC recommendation only by race/ethnicity and SES, where 
the present study examined the likelihood of recommendation of eight different 
contraceptive methods by race/ethnicity and SES.  
Patterns in contraceptive recommendation may have been diffused by presenting 
the NP/CNMs with multiple contraceptive options at the same time in the study survey. 
In the present study, the NP/CNMs saw that they would be asked to rank each method 
individually, all on the same survey page. It is possible that they moved through the 
methods quickly, to complete all eight responses. If they had been given only one 
contraceptive method to consider at a time, perhaps this would slow or otherwise alter the 
decision-making process, and responses may have been different.  
The lack of a main effect of race/ethnicity on contraception recommendations in 




disparities in reproductive health care and unintended pregnancy rates persist. Prejudice 
and stereotyping can lead to discrimination without one even being aware, and decision 
making based on stereotypical inferences is common in health care providers, including 
those stereotypes based on race and ethnicity (Dovidio & Fiske, 2012).  In a recent 
commentary, Wilder, Bromfield, deFiebre, and Prine (2014) eloquently described the 
importance of acknowledging and addressing the issues that lead to disparity in the first 
place. The authors highlight how the history of eugenics and forced sterilization in the 
U.S., mistrust of clinicians, the lack of equal access to contraceptives based on economics 
and insurance, and inherent clinician bias all contribute to ongoing disparities in 
contraceptive care. The authors recommend that “providers must understand the 
presence, history, and impact of discrimination before delving into these complex 
conversations with patients (Wilder, Bromfield, deFiebre & Prine, 2014, p. 456).” Studies 
such as the present one provide context for understanding the potential for bias and will 
hopefully continue to remind clinicians that disparities in contraceptive care by 
race/ethnicity indeed exist and need to be addressed.  In other words, the lack of a main 
effect in this one single study does not mean that race/ethnicity bias does not exist in 
NP/CNMs in the context of contraceptive recommendations or otherwise.  
 Socioeconomic status. The significant main effect of SES on contraceptive 
recommendations suggests that the SES of the woman depicted in the videos influenced 
overall contraceptive recommendations.  It is plausible that SES plays a role in decision-
making and contraceptive recommendation, especially if there is a concern that 1) a 
patient may not be able to pay for a method over a period of time due to cost, or 2) if 




the observed power for this finding was high (.938), the small effect size (.118) does limit 
the strength of the main effect finding. 
Cost of contraception is a particular concern in the U.S., as all women do not have 
equal access to all available methods. In the U.S., women are much less likely to use 
long-acting reversible contraceptive (LARC) methods such as IUCs and implants, 
compared to women in other countries (2% in the U.S. compared to 6 to 27% in major 
European countries, Guttmacher Institute, 2007). The high up-front costs for these 
methods often preclude their use in women with limited funds available for 
contraception, even though these are typically the most effective contraceptive methods. 
There was no specific mention of insurance coverage of contraceptives for any of the 
women depicted in the videos. The NP/CNMs were left to decide which method would 
be the most appropriate based on history alone. Given that low SES women in the videos 
reported that it was “hard to make ends meet,” NP/CNMs are likely to have taken method 
cost into consideration. Cost as a significant factor in the decision-making process will be 
discussed at greater length later in this section.  
Secondly, there has been a pattern of recommendation of long-term and even 
irreversible contraceptives to women on public assistance as a potential population 
control measure (Higgins, 2014). As discussed in Chapter II, this disturbing bias was 
noted in the 1970’s by Eliot (1973), and it continues to this day (Yee & Simon, 2014).  In 
the past several decades, both domestic and international programs have been proposed to 
incentivize women of low SES to elect long-term or irreversible contraceptives, and this 
significant problem has been taken up by purveyors of reproductive justice (Hartmann, 




a misguided approach. In an effort to save government costs, women would essentially be 
coerced into foregoing their ideal family size or even their future fertility. It is 
disheartening to think that this level of bias still exists in our own country and in 
international family planning programs, but it is the reality. Awareness of this as a 
potential bias is important in recommendation or even over-recommendation of methods 
by well-meaning providers (Higgins, 2014).    
A closer look at OCPs and IUCs. Looking at methods individually, 
recommendation of both OCPs and IUCs in particular may have been biased in terms of 
SES. The discriminant analysis indicated that OCPs and IUCs contributed the most to the 
significant main effect of SES on contraceptive recommendations. Furthermore, the 
results showed that the significant main effect disappeared when OCPs and IUCs were 
removed from the analysis. A discussion of these two individual methods will follow. 
The in-depth examination of the Q-Q plots and the discriminant analysis 
supported the contribution of OCP recommendation on the significant main effect of 
SES. Higher SES women were slightly more likely to have OCPs recommended (M = 6, 
SD = 6.91) compared to low SES women (M = 5.5, SD = 1.17). The women in the videos 
all reported having used OCPs in the past, without any problems. Likelihood of NP/CNM 
recommendation of OCPs in general may have been related to the history of use reported 
by the woman. For example, since the woman used OCPs successfully before, perhaps 
providers concluded that she would be successful in using them again.  
OCPs tend to be relatively inexpensive, easy to obtain, and do not require support 
or intervention by a clinician. This likely contributes to their ongoing popularity among 




second only to sterilization, it is prudent to further delineate any true patterns of 
recommendation related to SES (Jones, Mosher, & Daniels, 2012).  It is plausible that the 
difference lies in provider perceptions that access is easier for those of higher SES. Since 
qualitative rationale for likelihood of contraceptive recommendation was not assessed as 
part of this study, it is impossible to know the true reason for the finding that OCPs were 
preferentially recommended to women of higher SES.  
In this study, there was a pattern of recommendation of IUCs by SES, although it 
did not reach statistical significance. Examination of the trend in the Q-Q plots showed 
that NP/CNMs recommended against IUCs for low SES women at a higher rate than 
would have been expected in a normal distribution.  The discriminant analysis supported 
the plausibility of this trend, indicating that recommendation of an IUC likely contributed 
to the overall significance of the main effect of SES on contraceptive recommendation.  
These results support the previous finding by Dehlendorf et al. (2010b) that clinicians 
were less likely to recommend IUCs to women of low SES compared to women of high 
SES (n = 173, 57% versus 75%, p = .01), especially in White women. In Dehlendorf et 
al.’s (2010b) study, Black and Latina women were more likely to have the IUC 
recommended, but only if they were low SES. While the findings in this study did not 
reach statistical significance, the trend toward a pattern of recommendation of IUC 
related to SES warrants further study. Like the finding for OCPs, perception of access 
and affordability continue to be a concern that could cause undue influence on the 
contraceptive decision-making process.  
Implications of contraceptive cost. If cost was eliminated from the discussion, 




and Affordable Care Act, commonly shortened to the Affordable Care Act (ACA), was 
signed into law by President Barack Obama in March, 2010. In 2012, it became a federal 
requirement that private health plans cover contraceptives and contraceptive counseling 
without any out-of-pocket costs or copayments by enrolled members. The significance of 
this legislation in terms of contraception was that it could eliminate cost as a concern for 
method selection. It would save individual self-paying women money, and it could 
translate to a cost-effective model for states as well (Burlone et al., 2013).  A significant 
barrier, however, is that the legislation is being phased in, and there are several loopholes 
that may prevent the majority of U.S. women from benefiting (Finer, Sonfield, & Jones, 
2014).  
There are many plans that are exempt from enacting the contraceptive coverage 
requirement at all, such as pre-existing plans that were “grandfathered” in and maintained 
contraceptive coverage with no negative changes, plans associated with houses of 
worship, and plans offered by religious employers. Due to interpretation of the law, over 
eighty lawsuits have been brought against the government, citing that companies’ rights 
to religious liberty have been violated by the contraceptive coverage requirement 
(Lipton-Lubet, 2014). Women who have insurance coverage under some of these 
companies’ plans do not have coverage equal to their counterparts in other sectors. The 
debates continue on this religious liberty front. 
As part of the ACA, Medicaid coverage was to be extended to a larger group of 
people who previously did not qualify for Medicaid and were historically left uninsured. 
The expansion would include those with higher incomes than the previous threshold and 




optional for states. As of March, 2014, 19 states had opted out of the Medicaid expansion 
program, and five states were undecided (Kaiser Family Foundation, 2014).  
Unfortunately, many of these states also have the highest proportion of people living 
below the poverty level. For example, the poorest state in the nation, Mississippi, has 
opted out of the Medicaid Expansion. Mississippi will have the largest proportion of 
uninsured adults who would have been covered if the state had opted in (37%, U.S. 
Census Bureau, 2007; Kaiser Family Foundation, 2014).  In total, about 5 million people 
in the U.S. will be caught in the coverage gap – making too much money to receive 
Medicaid, but making too little money to afford even the least expensive insurance plans 
offered through the ACA. This is a significant concern, as women who may have 
benefited from contraceptive coverage through the Medicaid expansion will continue to 
be ineligible, and potentially, at risk for unintended pregnancy.   
The language of the ACA is also nebulous in reference to the breadth of coverage 
in some instances. For example, plans can use their own criteria to define reasonable 
medical management techniques in reference to coverage of generic versus branded 
methods.  The implication here is that women may still be required to pay out-of-pocket 
for branded drugs for which there is a generic equivalent, and this may be inconsistent 
from plan to plan. This unpredictability does not lend well toward contraceptive method 
continuation, particularly if a woman changes jobs and thus insurance plans. While she 
may have been able to afford her chosen method before, she may no longer be able to 
afford it in a new plan.  
In sum, while the ACA intends to simplify women’s access to contraceptive 




continue to cloud the picture. Thus, cost of contraceptives is still very much a part of the 
counseling dialogue. Provider bias may be perpetuated by preferential recommendation 
of some methods, in this study’s case: OCPs and IUCs. It is important to consider the 
ramifications of preferential recommendation of some methods over others, including for 
women of varying SES. It would be interesting to repeat this study with standardization 
of insurance coverage or elimination of cost as a barrier.  
Specific Aim #2 
Cultural competence did not explain differences in contraceptive recommendation 
by race/ethnicity or SES of the women depicted in the videos, again supporting the null 
hypothesis. This held true for the Cultural Competence Assessment (CCA) total scores as 
well as the two subscales: the CAS and the CCB. Given that this is the only known study 
to specifically examine cultural competence and contraceptive recommendations, the 
findings cannot be put into context of a greater pool of literature. Despite the normal 
distribution of scores on the CCA and its subscales, scores were consistently high for the 
entire sample. Furthermore, while the NP/CNMs in this study exhibited very high levels 
of cultural competence, they also exhibited a tendency to respond in a socially desirable 
way. Thus, the lack of any significant finding related to cultural competence, 
contraceptive recommendation, and race/ethnicity or SES is interpreted with caution.  
Specific Aim #3  
 It is not surprising that there were few significant relationships among provider-
level characteristics and the dependent variables of interest.  As mentioned earlier, the 




in the U.S. There were a few findings of interest, however, and they will be described 
here. 
The driver for the significant main effect of differences in practice setting and 
CCB scores results is unclear. Participants from remote/rural areas had the highest mean 
scores, followed by urban, suburban, and metropolitan. It is feasible that providers in 
rural or remote areas may disproportionally provide care to isolated, underserved, poorer 
populations compared to the other areas. An exception may be metropolitan and urban 
providers, as one might expect that NP/CNMs in these areas also encounter patients who 
are poor and underserved. Thus, it would be prudent to further study the typical 
characteristics of the patient population served to have a better understanding of the main 
effect of practice setting and CCB results. The significant main effect of practice setting 
and recommendation of the transdermal patch (trend toward recommendation against) 
was likely an artifact, as it also just reached significance (p = .044) and is likely of little 
clinical relevance.  
The second provider-level characteristic that showed a main effect on cultural 
competence scores was U.S. Region. The mean CCA scores for participants ranged from 
a mean of 5.4 in the West to 5.9 in the Northeast, which equates to an excellent level of 
cultural competence (Doorenbos & Schim, 2004). Scores on the CCB were lower, 
indicating that providers in this study do incorporate culturally competent behaviors into 
their practice, but perhaps at a more moderate level. The significant main effect of CCB 
showed that those from the West scored the lowest (M = 4.74), and the Northeastern 
participants scored the highest (M = 5.6). Scores from those from the South (M = 4.99) 




of diversity in these U.S. Regions. Census data from 2010 showed that there was a 
greater degree of racial and ethnic diversity in the Western states, with 47% of the 
population considered “minority,” where minority is defined as those who self-identified 
as something other than non-Hispanic White alone (Humes, Jones, & Ramirez, 2011). 
This is compared to Northeastern region, where minorities comprised 31% of the total 
population, and the South, with 40%. Therefore, providers in Western and Southern states 
are likely to interact with patients different from themselves more often than those in the 
Northeast.  
The CAS score means were also higher on average than those for the CCA and 
the CCB (M score range on CAS by U.S. Region = 6.23 to 6.26). Because there was no 
difference in the CAS results by region, it can be concluded that participants in this study 
had relatively equal amounts of cultural awareness and sensitivity. Providers did not 
necessarily report, however, that they exhibit culturally competent behaviors, which 
would be demonstrated by higher CCB scores. Virtually the entire study sample reported 
prior participation in cultural diversity training, yet this training did not seem to guarantee 
behavior change. Future examination of this study’s survey data to see if exposure to 
various groups of patients interacts with the significant difference by U.S. Region may be 
of benefit. Furthermore, there may be an opportunity for targeted interventional studies in 
U.S. Regions of the densest cultural diversity. Particular emphasis should be placed on 
looking at interventions that drive behavior change, not just cultural awareness and 
sensitivity.  
In terms of method recommendation, there were several main effects of interest. 




explanation for this is that younger providers may have less confidence in conducting 
surgical procedures such as implant placement. While implant insertion is typically done 
in the office, women’s health care nursing providers do not typically deal with non-
reproductive anatomy and do not often conduct procedures in general (U.S. Department 
of Health and Human Services, 2014). Thus, lack of training and confidence with a 
simple invasive procedure may play a part in this trend toward younger providers less 
likelihood of implant recommendation.  
Second, younger providers had less confidence in patient continuation of a 
method at one year. As discussed previously in this chapter, participants in this study had 
a tendency to overestimate method continuation compared to existing evidence. It is 
feasible that younger providers may have been educated more recently, and thus the 
recent heightened emphasis on method continuation as an important aspect of the 
decision-making process influenced their perceptions of method continuation in this 
study scenario.   
Third, older participants were more likely to be neutral on recommendation of the 
IUC, although IUC was the method most strongly recommended for overall in the study. 
This relative hesitance to recommend an IUC in older providers may relate to the legacy 
stigma of intrauterine contraceptives, and is consistent with the findings of Dehlendorf et 
al. (2011). Younger providers are less likely to have known someone personally or 
professionally who dealt with the afore-mentioned infection concerns with early IUCs, 
thus they may recommend them more freely. Another plausible explanation is that IUC 
use is generally on the rise, and younger providers may have been instructed on their use 




IUC recommendation, this same rationale could partially explain the significant finding 
that those with a bachelor’s degree were more likely to recommend against the use of an 
IUC. It is likely that NP/CNMs with a bachelor’s degree are also older, as current 
practice standards require advanced degrees, and older NP/CNMs are likely those who 
were grandfathered into legal clinical practice with a bachelor’s degree (U.S. Department 
of Health and Human Services, 2014).  
As a whole, the small sample size and relative homogeneity of the provider 
sample in this study did not allow for robust statistical analysis. The sample does, 
however, reflect the population of NPs in the U.S.. The finding that there were regional 
differences in cultural competence and, more specifically, employment of culturally 
competent behaviors in one area of the country versus another, demonstrates that there 
continue to be education opportunities in healthcare disparities and stratgies to increase 
cultural competence.  Targeted cultural competence educational interventions could be 
warranted in those areas. The same can be said for ongoing education opportunites for 
contraceptive methods in general, as trends related to age and education could provide 
insight into NP/CNMs’ comfort level with newer methods and methods requiring minor 
procedures.  
Application of the Blended Theoretical Framework 
This study was guided by a multifaceted theoretical framework, including 
elements of the Culturally Competent Model of Care, critical social theory (CST), and the 
Health Belief Model (HBM). Based on the fact that the overwhelming majority of 
providers reported having participated in some type of cultural diversity training, it can 




Culturally Competent Model of Care: cultural awareness, cultural knowledge, and 
cultural skill. Participation in diversity training is a clear step toward advancing 
awareness, improving knowledge of cultures other than one’s own, and working toward 
development of an applicable skill set to care for multicultural patients. High scores on 
the CCA indicate that the NP/CNMs in this sample had high levels of cultural awareness 
and that they also used culturally competent behaviors in their practice. The missing link 
is the last two tenets of the Culturally Competent Model of Care: cultural encounter or, 
the opportunity to engage with multicultural patients, and cultural desire - the self-
motivation to seek these encounters. It cannot be determined from the study results if the 
NP/CNMs sought diversity training on their own based on a strong desire, or if they 
participated only as a requirement for school, work, or licensure.  
In terms of CST, the significant finding of contraceptive recommendation based 
on SES is of interest. The real-life issue of contraceptive cost will not go away, despite 
proposed legislation that would eliminate the cost burden for women most in need. The 
failure of consistent implementation of the Affordable Care Act has placed low SES 
women in a position of much less power than their counterparts who can afford effective 
contraception. Providers of women’s health care are currently in a difficult position as 
they approach a health care encounter, since some of the needed balance of power in 
contraceptive recommendations is tipped away from the patient. This imbalance of power 
may discount the patient’s personal beliefs feelings about unintended pregnancy. It may 
render an active dialogue about the patients’ feelings of susceptibility, severity, benefits, 





There are several limitations to this study. Problems with sample selection, 
potential forwarding of the survey to unanticipated recipients, technology issues, and the 
survey tools themselves all posed challenges.  
Potential threats to internal validity included sample selection, in that there may 
have been unknown characteristics specific to those who were most likely to agree to 
participate and then complete the study. Adding to this limitation, items to document 
gender and ethnicity of participants were inadvertently excluded from the demographics 
section of the survey. This was a significant oversight, and it limited the ability to 
compare the sample to the general nursing population. More importantly, however, it 
prevented the exploration of the provider-level characteristics and contraceptive 
recommendations, which was a specific aim of the study. Criticism of previous studies 
pointed to the lack of information about matching of providers’ race/ethnicity with the 
patients depicted in the video, and this would have added value to the current study.  
The convenience sample in this study was representative of the total population of 
women’s health care NP/CNMs, but it may not have captured family nurse practitioners 
or other specialties of NP/CNMs who provide contraceptive counseling. Lack of 
information on provider gender may not be as crucial, as it is widely known that the 
NP/CNM population is almost entirely female. The demographics analytics from 
YouTube indicated that all viewers were female, but the source of this information is 
unclear and cannot be considered completely reliable.  
Diffusion of treatment was possible if one respondent chose to alert a peer to the 




the language in the email invitation “not to forward” the invitation, this did occur at least 
once. One clinician asked if she should complete the study although she had not received 
the email invitation from NPWH. The importance of tracking intended recipients versus 
completers in the study design was explained, but the participant was advised to decide 
whether or not she wanted to participate. There is no way of knowing how many more 
instances of this could have occurred. 
 The model study by Dehlendorf et al. (2010b) was conducted in person, with 
participants completing all parts of the experiment at a medical conference booth. The 
current study was conducted entirely on-line. The on-line features introduced a series of 
complications.  
One on-line issue was that participants were not advised within the body of the 
email invitation that the survey would require viewing a video vignette. Four hundred 
seventy-six people met the inclusion criteria and consented to participate in the study, and 
more than half of those did not go on to view the video or answer further survey 
questions. While not exact matches, the number of views of each video generally 
coincides with the number of complete responses in each group, suggesting that those 
who accessed the videos did indeed go on to watch them. See the summary of video 
analytics in Table 13. This leaves many who consented and never proceeded to the video 
stage (n = 263).  
There may have been several reasons for this significant drop-off rate. First, 
participants may have accessed the survey from a place where they could not use volume. 
Second, some institutions, including hospitals and universities, limit access to social 




adding in a hyperlink to another site may have precluded some from answering survey 
questions in a busy practice setting. It would have been advisable to explain the need to 
access the survey in a place where video viewing would be simple, such as on a home 
computer or simply away from the workplace. Furthermore, it would have been better to 
tell participants to be prepared to complete the entire survey in one sitting. 
 
Table 13 























African American Low SES 43 38 2:42 2:27 
Hispanic High SES 36 28 2:58 2:22 
Hispanic Low SES 39 35 2:53 2:29 
White High SES 50 41 2:42 2:23 
White Low SES 57 42 2:54 2:33 
Total (N) 262 213   
     
 
Note. Participants could have viewed a video more than once.  
 
A second on-line issue was related to the REDCap™ collection tool. Due to 
Institutional Review Board preferences, REDCap™ was selected as the survey design 
and collection tool. Survey questions in REDCap™ currently cannot contain active 
hyperlinks to external websites. The links must be written in plain type. Thus, 
participants in this study were required to copy and paste the links to the video vignettes 




mentioned above. To further complicate the copy/paste issue, the video links may not 
have been fully functional when accessed via a mobile device, which is a significant third 
on-line issue.  
According to the analytics from YouTube, videos were mostly viewed via a 
computer (n = 244, 87%), followed by tablets (n = 21, 7.4%), mobile phones (n = 10, 
3.5%), and unknown devices (n = 7, 2.5%). Viewing in the Windows operating system 
was most common (n = 202, 72%), followed by Macintosh (n = 50, 18%), iOS (n = 29, 
10%), and Android (n = 1, 1.4%). One participant contacted me to alert me to an issue in 
accessing the video via her iPad, and when I tested this myself, I encountered the same 
problem. There is no way to know how many other people experienced the same problem 
in trying to access the link via a mobile device. This issue could have been avoided by 
adequate testing of the visibility of the videos on mobile devices as well as other 
computers more extensively prior to the study.     
The inclusion criteria may not have been clearly understood by all users, 
particularly the question pertaining to prescriptive authority. The question read: Do you 
currently have prescriptive authority? One potential participant contacted me to let me 
know that this could have excluded NPs/CNMs who currently require a physician co-
signature on prescriptions or those who technically act as a physician delegate. The intent 
of the question was to ask whether or not the NP/CNM was able to independently 
recommend a specific method of contraception that would result in the patient receiving a 
prescription for said method. It is immaterial whether a prescription would need to be co-
signed, as the recommendation came directly from the NP/CNM. Thus, if an NP/CNM 




authority” may have unintentionally excluded those NP/CNMs from participating. 
Virtually all NPs in the U.S. prescribe medication (97%), but the chosen verbiage had the 
potential to be a limitation nonetheless (American Academy of Nurse Practitioners, 
2013). 
Several of the limitations outlined above likely contributed to the small final 
sample size of 213 participants. Based on prior NPWH survey research, the typical 
number of responses is about 700 out of the mailing list of over 2300 people. If the initial 
clicks on the survey link(s) are any indication of intent to participate, the survey may 
have had more than 500 respondents. Instead, there was a large drop off rate, likely due 
to the complications introduced by linking externally to view the videos. Future 
researchers should carefully consider the type of survey tool used, and embedding videos 
or other interactive media is recommended over using hyperlinks.   
One participant commented on the lack of clarity of some of the questions within 
the Cultural Competence Assessment (CCA). For example, in the question pertaining to 
population served, a definition of mentally ill was not provided and was therefore open to 
interpretation. The same participant commented that adding up percentages was 
confusing and that the lack of definition of “different religions/spiritual backgrounds” 
causes this question to be unclear. Given the recent addition of the CCA as an assessment 
tool in cultural competence, this feedback will be shared with the tool developers. Due to 
the complexity of the data from the questions about population served, they were not 
evaluated.   
Another limitation also could have been the title of the survey itself. The title in 




Patterns Study.” In hindsight, it is highly likely that participants linked the two parts of 
the title and believed they were participating in an entirely contraceptive-focused survey: 
one part on contraceptive recommendations and one part on contraceptive practice 
patterns. In reality, the first part of the survey was specific to contraception, while the 
second part was focused on overall and general practice NP/CNM patterns, including 
cultural competence. The consent was a bit more specific, with the following wording: 
“If you join the study, you will view a video vignette, answer questions about your 
contraceptive recommendations for the woman you saw in the video, and complete 
surveys about your practice, decision-making style, and personal characteristics.” 
Although only one person sent a note indicating dissatisfaction with the minor deception, 
the study title and subsequent survey could have caused additional participants to feel 
uneasy. A better title choice would have been “General Practice Patterns of NP/CNMs, 
with a Focus on Contraceptive Recommendations.”  
While the overall factorial experiment/video vignette portion of the study has 
been used in other therapeutic areas and has shown to be an effective design, the videos 
used in this particular study have not been validated, and there are no data to support 
reliability (McKinlay et al., 2006; McKinlay et al., 2007; McKinlay, Link, Freund et al., 
2007; Schulman, Berlin & Harless, 1999; Woo et al., 2004). Dehlendorf et al. (2010b) did 
ask participants about their perceptions of the women in the videos (which were the same 
as those used in this study), including their perceptions on the patients’ intelligence, 
likelihood to miss pills, likelihood to have an unintended pregnancy, likelihood of 
following up with medical care, and whether or not the patient appeared knowledgeable. 




be of high or low SES, and the videos were not assessed for accuracy in depicting White, 
Black, or Hispanic women. The psychometric properties of the video vignettes, including 
validity and reliability, should be assessed in future studies.  
Finally, the addition of MANOVA to the data analysis plan after data collection is 
a limitation. While it was deemed statistically appropriate to move forward with the 
revised plans to include MANOVA and MANCOVA, the study may have been under-
powered for MANOVA according to the post-hoc power analysis. There is no definitive 
way to know if additional participants would have significantly changed the results. On 
the other hand, the MANOVA findings for SES were further supported by the 
discriminant analysis, examination of the Q-Q plots, the repeated MANOVA results with 
removal of OCP and IUC, and by the significant results of the originally planned factorial 
ANOVA.       
Implications for Practice 
 This study supports the likelihood that NP/CNMs have embraced cultural 
competence training as an essential part of clinical practice. High scores on the CCA and 
positive self-regard in terms of cultural competence are both indicative of a highly 
educated, highly culturally aware clinical practice community. As discussed in the 
application of the blended theoretical framework, this study also highlights the need for 
NP/CNMs to actively seek opportunities to work with patients who are different from 
themselves to put this knowledge to work. For those still in school, these opportunities 
could be obtained by volunteering for clinical site rotations in areas with racial/ethnic or 
SES diversity. For those already in clinical practice, there may be opportunities in 




clinic/hospital champion for change in implementing culturally competent behaviors. 
Where direct patient care opportunities are difficult to obtain, NP/CNMs can encourage 
an environment where multicultural knowledge is fostered through reading lay and 
professional literature or by inviting speakers or guests who can share key learnings 
related to practicing in a diverse population. These are just a few examples of activities 
that NP/CNMs can employ to apply their cultural competence knowledge. 
 In terms of contraceptive counseling, this study shows that NP/CNMs do not 
necessarily draw conclusions about patient preference based on race/ethnicity, but there is 
potential for underlying bias based on patient SES. Employing the Health Belief Model 
and gathering a full understanding of patients’ feelings of susceptibility, severity, 
benefits, barriers, cues to action, and self-efficacy as they relate to unintended pregnancy 
is an imperative, and the dialogue should not be rendered moot by preconceived notions. 
By acknowledging SES bias as a potential issue in approach to contraceptive counseling, 
it will be important for NP/CNMs to fully explore all contraceptive options before 
discarding one based on perceptions of affordability.  
Future Research 
There are multiple avenues to further explore related to the findings of this study 
as well as in the general areas of healthcare disparities, unintended pregnancy, and 
cultural competence. Further exploration of provider characteristics and likelihood of 
recommendation of certain contraceptive would be beneficial, as there were some 
associations in this study that might prove to be more robust in a larger, more diverse 
sample. Confidence in method continuation also warrants further attention, as it is likely 




chosen method over time. Longitudinal data on unintended pregnancy, including 
unintended pregnancy in minority populations, will be important to track, given the 
recent increase in recommendations of LARC methods such as the IUC and implants. 
In terms of cultural competence research, it seems logical that heightened 
attention should be paid to changing clinical practice behaviors, as opposed to focusing 
on cultural awareness alone. While awareness must precede behavior, researchers in the 
future can try to uncover the impetus for the disconnection between the two. For 
example, studies using educational interventions could focus on changing one single 
behavior that would lead to increased cultural competence, such as taking an appropriate 
patient history, inclusive of patient culture. The CCA survey questions about experience 
working with patients are long and multi-select fields, and they are difficult to evaluate as 
written. Consideration should be given to reformatting the questions in such a way that 
they can provide meaningful context to overall CCA results. Furthermore, future studies 
should consistently document the results of self-assessment of cultural competence as 
part of the CCA, as changes over time would be of interest.  
Study Summary 
 There is a high rate of unintended pregnancy in the U.S., particularly for women 
in racial/ethnic and socioeconomic minority groups. Women in the U.S. often seek 
contraceptive counseling from nurse practitioners and certified nurse midwives 
(NP/CNMs), who sometimes lack the awareness and skills to provide culturally 
competent care. It is plausible that there is bias in contraceptive recommendations for 
minority women based on perceptions such as ability to pay or subconscious efforts to 




needs of all women seeking contraception, including racial/ethnic and SES minority 
women, as consistent use of effective contraception is likely to decrease the high rate of 
unintended pregnancy.  
The aims of this study were to 1) determine whether NP/CNMs’ contraceptive 
recommendations differ by race/ethnicity or socioeconomic status (SES) of patients, 2) 
determine if NP/CNM cultural competence explains differences in NP/CNM 
contraceptive recommendations by race/ethnicity or SES of patients, and 3) to explore the 
relationships among provider-level characteristics, cultural competence, and 
contraceptive recommendations. 
In this randomized factorial experiment, 213 NP/CNMs participated in an on-line 
survey of cultural competence, social desirability, and contraceptive recommendations. 
The study sample was representative of NP/CNMs in the U.S. and was predominantly 
White, masters-prepared, women’s health nurse practitioners, ages 45 to 64 years. After 
viewing one of six video vignettes depicting White, Black, or Hispanic woman of high or 
low SES, participants ranked their likelihood of recommending eight contraceptive 
methods: barrier, oral contraceptive pills (OCPs), contraceptive vaginal ring, transdermal 
patch, depo-medroxyprogesterone acetate (DMPA) implant, intrauterine contraceptives 
(IUC), or sterilization. They then answered a question about likelihood of method 
continuation by the woman in the video, and completed the cultural competence survey, 
the social desirability scale, and a demographics questionnaire.  
The NP/CNMs in this study were most likely to recommend the IUC and least 
likely to recommend sterilization. It should be noted that the women in the video stated a 




is not surprising. The NP/CNMs were confident that the woman they saw in the video 
would be highly likely to continue with her chosen method at one year. They perceived 
themselves to have high levels of cultural confidence, and this was supported by the high 
cultural competence scores on the Cultural Competence Assessment (CCA) and its two 
subscales: the Cultural Awareness and Sensitivity Scale (CAS) and the Culturally 
Competent Behaviors Scale (CCB). There was a strong tendency toward social 
desirability responding bias, as evidenced by high scores on the Marlowe-Crowne Social 
Desirability Scale – Form C (MCSDS – Form C).   
Race/ethnicity of the women in the videos did not explain any differences in 
contraceptive recommendations. There was, however, a significant main effect of SES on 
contraceptive recommendations, with a higher likelihood of provider recommendation of 
OCPs to high SES women. There was a non-significant trend toward IUC 
recommendation to high SES women as well. There was no interaction effect of race by 
SES on individual contraceptive method recommendations in this sample. There was no 
main effect of cultural competence on NP/CNM contraceptive recommendations by 
race/ethnicity or SES.  
There were several statistically significant relationships among the study variables 
and provider characteristics. Practicing in a rural/remote U.S. region was significantly 
associated with exhibiting higher culturally competent behaviors. Providers from the 
North exhibited statistically significantly higher levels of overall cultural competence as 
well as cultural awareness and sensitivity compared to those from the West. Providers 
with bachelor’s degrees were significantly more likely to recommend against the use of 




providers were more likely to recommend against the implant, and they were less 
confident in method continuation. 
Conclusion 
 This study provides insight into the cultural competence and contraceptive 
recommendations of a select group of NP/CNMs. Since NP/CNMs are at the front lines 
of patient care and contraceptive counseling, it is imperative that they are equipped with 
the knowledge and skills to meet the needs of women of a variety of racial/ethnic and 
socioeconomic backgrounds. To reduce the high rate of unintended pregnancy in all 
women, but particularly in racial/ethnic and SES minority women, it is important to 
understand all potential contributing factors. Lack of cultural competence could be one of 
those factors. The finding that socioeconomic status could influence provider 
contraceptive recommendations is significant, particularly in light of the fact that method 
cost will continue to be a concern as long as insurance coverage eludes U.S. women most 






Akers, A.Y., Gold, M.A., Borerro, S., Santucci, A., Schwarz, E. (2010). Providers’ 
perspectives on challenges to contraceptive counseling in primary care settings. 
Journal of Women’s Health, 19(6), 1163-1170. doi: 10.1089=jwh.2009.1735 
Alpers, L. & Hanssen, I. (2014). Caring for ethnic minority patients: A mixed method 
study of nurses' self-assessment of cultural competency. Nurse Education Today, 
34(6), 999-1004. doi: 10.1016/j.nedt.2013.12.004 
Andrews, M.M.  & Boyle, J.S. (2008). Transcultural Concepts in Nursing Care. 
Philadelphia: Wolters Kluwer Health /Lippincott. 
American Academy of Nurse Practitioners. (2014). NP Fact Sheet. Retrieved from 
http://www.aanp.org/all-about-nps/np-fact-sheet. Accessed October 2014.  
American College of Nurse Midwives. (2013). Essential facts about midwives. Retrieved 
from http://www.midwife.org/Essential-Facts-about-Midwives 
American Nurses Association. (1998). Position Statement: Discrimination and Racism in 
Health Care. Retrieved from 
http://www.nursingworld.org/MainMenuCategories/EthicsStandards/Ethics-
Position-Statements/Copy%20of%20prtetdisrac14448.aspx. Accessed March 
2012. 
American Nurses Association. (1991). Position Statement: Cultural Diversity in Nursing 
Practice. Retrieved from 
http://www.nursingworld.org/MainMenuCategories/EthicsStandards/Ethics-
Position-Statements/prtetcldv14444.aspx. Accessed October 2014.  
Ardoin, K. B., & Wilson, K. B. (2010). Cultural Diversity: What Role Does it Play in 
Patient Safety? Nursing for Women's Health, 14(4), 322-326. doi:10.1111/j.1751-
486X.2010.01563.x 
Assemi, M., Cullander, C. & Hudmon, K. (2004). Implementation and evaluation of 
cultural competency training for pharmacy students. Annals of Pharmacotherapy, 
38: 781-786. 
Borrero, S., Schwarz, E. B., Creinin, M., & Ibrahim, S. (2009). The impact of race and 
ethnicity on receipt of family planning services in the United States. Journal of  
Women’s Health (Larchmont), 18(1), 91-96. doi: 10.1089/jwh.2008.0976 
Association of Women’s Health, Obstetric, and Neonatal Nurses. (ca. 2013) Partnering 
Opportunities with AWHONN. Retrieved from: 
http://www.awhonn.org/awhonn/content.do?name=09_CorporateCorner/09_Corp




Ballard, R. (1992). Short forms of the Marlowe-Crowne Social Desirability 
scale. Psychological Reports, 71, 11 55-1 160. 
Barger, S.D. (2002). The Marlowe–Crowne Affair: Short forms, psychometric structure, 
and social desirability. Journal of Personality Assessment, 79(2), 286–305. 
Bell, K. M., & Naugle, A. E. (2007). Effects of social desirability on students' self-
reporting of partner abuse perpetration and victimization. Violence and Victims, 
22(2), 243-256.  doi: 10.1891/088667007780477348 
Benkert, R., Templin, T. Schim, S.M., Doorenbos, A.Z.,  & Bell, S.E. (2011). Testing a 
multi-group model of culturally competent behaviors among underrepresented 
nurse practitioners. Research in Nursing Health, 34(4): 327–341. 
doi:10.1002/nur.20441. 
Benner, P. (2001). From Novice to Expert: Excellence and Power in Clinical Nursing 
Practice. Upper Saddle River: Prentice Hall. 
Bednash, G., Worthington, S. & Wysocki, S. (2009). Nurse practitioner education: 
keeping the academic pipeline open to meet family planning needs in the United 
States. Contraception, 80, 409-411. 
Bernal, H., & Froman, R. (1987). The confidence of community health nurses in caring 
for ethnically diverse populations. Image: The Journal of Nursing Scholarship, 
19(4), 201-203.  
Betancourt, J. R., Green, A. R., & Carrillo, J. E. (2002). Cultural competence in health 
care: emerging frameworks and practical approaches (Vol. 576): Commonwealth 
Fund, Quality of Care for Underserved Populations. 
Betancourt, J.R., Green, A.R., Carrillo, J.E., & Ananeh-Firempong, O. (2003). Defining 
cultural competence: A practical framework for addressing racial/ethnic 
disparities in health and health care. Public Health Reports, 188, 293-302.  
Bonaparte, B. H. (1979). Ego defensiveness, open-closed mindedness, and nurses' 
attitude toward culturally different patients. Nursing Research, 28(3), 166-172.  
Borerro, S., Schwarz, E. B., Creinin, M., Ibrahim, S. (2009). The impact of race and 
ethnicity on receipt of family planning services in the United States. Journal of 
Women’s Health, 18(1), 91-96. doi: 10.1089/jwh.2008.0976 
Borrero, S., Moore, C. G., Creinin, M. D., & Ibrahim, S. A. (2010). Low rates of 
vasectomy among minorities: a result of differential receipt of counseling? 




Beretvas, S. N., Meyers, J. L., & Leite, W. L. (2002). A reliability generalization study of 
the Marlowe-Crowne Social Desirability Scale. Educational and Psychological 
Measurement, 62(4), 570-589. doi: 10.1177/0013164402062004003 
Brown, W., Ottney, A., & Nguyen, S.  (2011).  Breaking the barrier: The Health Belief 
Model and patient perceptions regarding contraception.  Contraception, 83, 453-
458. 
Burgess, D., van Ryn, M., Dovidio, J., & Saha, S. (2007). Reducing racial bias among 
health care providers: lessons from social-cognitive psychology. Journal of 
General Internal Medicine, 22(6), 882-887. doi: 10.1007/s11606-007-0160-1 
Burlone, S., Edelman, A. B., Caughey, A. B., Trussell, J., Dantas, S., & Rodriguez, M.I. 
(2013). Extending contraceptive coverage under the Affordable Care Act saves 
public funds. Contraception, 87, 143-148. doi: 
10.1016/j.contraception.2012.06.009 
Campbell, JC & Bunting, S. (1991). Voices and Paradigms: Perspectives on Critical and 
Feminist Theory in Nursing. In E.C. Polifroni and M. Welch (Eds.), Perspectives 
on Philosophy of Science in Nursing: An Historical and Contemporary Anthology 
(pp. 411- 422). Philadelphia: /Lippincott Williams & Wilkins. 
Campinha-Bacote, J. (2007). The Process of Cultural Competence in the Delivery of 
Healthcare Services: The Journey Continues (5th Ed). 
Campinha-Bacote, J. (2010). About the IAPCC-R. Retrieved from 
http://www.transculturalcare.net/iapcc-r.htm. Accessed October 2014.  
Capell, J., Dean, E., & Veenstra, G. (2008). The relationship between cultural 
competence and ethnocentrism of health care professionals. Journal of  
Transcultural Nursing, 19(2), 121-125. doi: 19/2/121 
[pii]10.1177/1043659607312970 
Carpenter, C. J. (2010). A meta-analysis of the effectiveness of Health Belief Model 
variables inpredicting behavior.  Health Communication, 25(8), 661-669. 
Cassata, L., & Dallas, C. (2005). Nurses' attitudes and childbearing adolescents: bridging 
the cultural chasm. Association of Black Nursing Faculty in Higher Education, 
16(4), 71-76.  
Castro, A., & Ruiz, E. (2009). The effects of nurse practitioner cultural competence on 
Latina patient satisfaction. Journal of the American Academy of Nurse 





Chandra A. (1998). Surgical sterilization in the United States: Prevalence and 
characteristics, 1965–95. National Center for Health Statistics. Vital Health Stat, 
23(20). 
Chandra, A., Martinez, G.M., Mosher, W.D., Abma, J.C., & Jones J. (2005). Fertility, 
family planning, and reproductive health of U.S. women: Data from the 2002 
National Survey of Family Growth. National Center for Health Statistics. Vital 
Health Stat 23(25). 
Chiu, C. & Hong, Y. (2005). Cultural competence: Dynamic processes. In A. Elliott & C. 
S. Dweck (Eds.) Handbook of Competence and Motivation. New York: Guilford.  
Cleland, K., Peipert, J.F., Westhoff, C., Spear, S. & Trussell, J. (2011). Family planning 
as a cost-saving preventive health service. Retrieved from 
http://www.nejm.org/doi/full/10.1056/NEJMp1104373. Accessed October 2014. 
Coffman, M. J., Shellman, J., & Bernal, H. (2004). An integrative review of American 
nurses' perceived cultural self-efficacy. Journal of Nursing Scholarship, 36(2), 
180-185.  
Coleman, P.K. (2011). Abortion and mental health: quantitative synthesis and analysis of 
research published 1995–2009. The British Journal of Psychiatry, 199, 180–186. 
doi: 10.1192/bjp.bp.110.077230 
Cooper, L. A., Beach, M. C., Johnson, R. L., & Inui, T. S. (2006). Delving Below the 
Surface. Journal of General Internal Medicine, 21(S1), S21-S27. doi: 
10.1111/j.1525-1497.2006.00305.x 
Creswell, J.W. (2009) Research Design: Qualitative, Quantitative, and Mixed Methods 
Approaches. (3rd Edition). Thousand Oaks, CA: Sage Publications. 
Cross, T.L., Bazron, B.J., Dennis, K.W., & Isaacs, M.R. (1989). Towards a culturally 
competent system of care.  CASSP Technical Assistance Center, Georgetown 
University Child Development Center, Washington, DC. 
Crowne, D. P., & Marlowe, D. (1 960). A new scale of social desirability independent of 
psychopathology. Journal of Consulting Psychology, 24,349-354. 
Dal’Ava, N., Bahamondes, L., Bahamondes, M. V., Bottura, B. F., Monteiro, I. (2014). 
Body weight and body composition of depot medroxyprogesterone acetate users. 
Contraception. Advanced online publication. doi: 
10.1016/j.contraception.2014.03.011 
Dana, R.H., Behn, J.D., & Gonwa, T. (1992). A checklist of the examination of cultural 
competence in social service agencies. Research on Social Work Practice (2), 




Daniels, K., Mosher, W.D., & Jones. J. (2013). Contraceptive methods women have ever 
used: United States, 1982–2010. National health statistics reports no 62. 
Hyattsville, MD: National Center for Health Statistics.  
Darity, W. A., & Turner, C. B. (1972). Family planning, race consciousness and the fear 
of race genocide. American Journal of Public Health, 62(11), 1454-1459.  
Dawson, L. & Lighthouse, S. (2010). Cultural competence in prescribing. Journal for 
Nurse Practitioners, 6(1), 44-48.  
Dedier, J., Penson, R., Williams, W., & Lynch, T., Jr. (1999). Race, ethnicity, and the 
patient-caregiver relationship. Oncologist, 4(4), 325-331.  
Dehlendorf, C., Rodriguez, M. I., Levy, K., Borrero, S., & Steinauer, J. (2010a). 
Disparities in family planning. American Journal of Obstetrics and Gynecology, 
202(3), 214-220. doi: S0002-9378(09)00947-8 [pii] 10.1016/j.ajog.2009.08.022 
Dehlendorf, C., Ruskin, R., Grumbach, K., Vittinghoff, E., Bibbins-Domingo, K., 
Schillinger, D., & Steinauer, J. (2010b). Recommendations for intrauterine 
contraception: a randomized trial of the effects of patients' race/ethnicity and 
socioeconomic status. American Journal of Obstetrics and Gynecology, 203(4), 
319 e311-318. doi: S0002-9378(10)00578-8 [pii]10.1016/j.ajog.2010.05.009 
Dehlendorf, C., Ruskin, R., Darney, P., Vittinghoff, E., Grumbach, K., & Steinauer, J. 
(2010c). The effect of patient gynecologic history on clinician contraceptive 
counseling. Contraception, 82, 281-285. doi:10.1016/j.contraception.2010.02.006 
Dehlendorf, C. Grumbach, K., Vittinghoff, E., Ruskin, R., & Steinauer, J. (2011). A 
study of physician recommendations for reversible contraceptive methods using 
standardized patients. Perspectives in Sexual and Reproductive Health, 43(4), 
224-229. doi: 10.1363/4322411 
de Leon Siantz, M. L., & Meleis, A. I. (2007). Integrating cultural competence into 
nursing education and practice: 21st century action steps. Journal of 
Transcultural Nursing, 18(1 suppl), 86S-90S.  
Denham, S. A. (2003). Describing abuse of pregnant women and their healthcare workers 
in rural Appalachia. MCN: American Journal of Matern Child Nursing, 28(4), 
264-269.  
Dinger, J. C., Heinemann, L. A. J., Kühl-Habich, D. (2007).  The safety of a 
drospirenone-containing oral contraceptive: final results from the European 
Active Surveillance study on Oral Contraceptives based on 142,475 women-years 





Doorenbos, A. Z. & Schim, S. M. (2004). Cultural competence in hospice. American 
Journal of Hospice and Palliative Care, 21(1), 28-32. 
doi:10.1177/104990910402100108  
Doorenbos, A. Z., Schim, S. M., Benkert, R., & Borse, N. N. (2005). Psychometric 
evaluation of the Cultural Competence Assessment instrument among healthcare 
providers. Nursing Research, 54(5), 324-331. PMID: 16224318 
Dovidio, J.F. & Fiske, S. T. (2012). Under the radar: How unexamined biases in 
decision-making processes in clinical interactions can contribute to health care 
disparities. American Journal of Public Health, 102(5), 954-952. doi: 
10.2105/AJPH.2011.300601 
Downing, R. A., LaVeist, T. A., & Bullock, H. E. (2007). Intersections of ethnicity and 
social class in provider advice regarding reproductive health. American Journal of 
Public Health, 97(10), 1803-1807. doi: 10.2105/AJPH.2006.092585 
Eckard, E. (1980). Wanted and unwanted Births reported by mothers 15-44 years of age: 
United States, 1976. Advance Data No. 56. Hyattsville, MD: National Center for 
Health Statistics.  
Eisenberg, D. L., Allsworth, J. E., Vickery, Z., Schaecher, C. P., & Ogutha, J. O. (2010). 
Discussion: 'Recommendations for intrauterine contraception' by Dehlendorf et al. 
American Journal of Obstetrics and Gynecology, 203(4), e1-4. doi: S0002-
9378(10)00926-9 [pii] 
Eliot, J. W. (1973). Fertility control and coercion. Family Planning Perspectives, 5(3), 
132,187.  
Esposito, N. (2005). Agenda dissonance: immigrant Hispanic women's and providers' 
assumptions and expectations for menopause healthcare. Clinical Nursing 
Research, 14(1), 32-56. doi: 10.1177/1054773804270091 
Facione, N. C., & Facione, P. A. (2007). Perceived prejudice in healthcare and women's 
health protective behavior. Nursing Research, 56(3), 175-184. doi: 
10.1097/01.NNR.0000270026.90359.4c 
Faul, F., Erdfelder, E., Lang, A.G., Buchner, A. (2007). G*Power 3: A flexible statistical 
power analysis program for the social, behavioral, and biomedical sciences. 
Behavioral Research Methods, 39(2), 175-191. doi: 10.3758/BF03193146 
Fawcett, J. (1993). From a plethora of paradigms to parsimony in worldviews. In P. Reed 
and N. Shearer (Eds.), Perspectives on Nursing Theory (pp. 216-220). 




Finer, L. B., & Henshaw, S. K. (2006). Disparities in rates of unintended pregnancy in 
the United States, 1994 and 2001. Perspectives on Sexual and Reproductive 
Health, 38(2), 90-96. doi: 3809006 [pii] 10.1363/psrh.38.090.06 
Field, A. (2013). Discovering Statistics Using IBM SPSS Statistics. Los Angeles: Sage.  
Finer L. B., Sonfield, A., Jones, R. K. (2014). Changes in out-of-pocket payments for 
contraception by privately insured women during implementation of the federal 
contraceptive coverage requirement. Contraception, 89, 97-102. doi: 
10.1016/j.contraception.2013.11.015 
Finer, L.B., & Zolna, M.R. (2011). Unintended pregnancy in the United States: Incidence 
and disparities, 2006. Contraception 84(5):478-85. doi: 
10.1016/j.contraception.2011.07.013 
Ford, K. (1976). Contraceptive utilization among currently married women 15-44 years 
of age: United States, 1973. Monthly Vital Statistics Report 25(7), Supplement. 
Hyattsville, MD: National Center for Health Statistics. October 4, 1976. 
Freire, P. (1970). Pedagogy of the Oppressed. Penguin: London. 
Frost, J.J., Finer, L.B., & Tapales, A. (2008). The impact of publicly funded family 
planning clinic services on unintended pregnancies and government cost savings. 
Journal of Health Care for Poor and Underserved 19, 778-96. doi: 
10.1353/hpu.0.0060 
Gee, R. E., Wood, S. F., Schubert, K.G. (2014). Women’s health, pregnancy, and the 
U.S. Food and Drug Administration. Obstetrics & Gynecology, 123(1), 161-165. 
doi: 10.1097/AOG.0000000000000063 
Giddings, L. S. (2005). Health Disparities, Social Injustice, and the Culture of Nursing. 
Nursing Research, 54(5), 304-312. 
Giger, J. N., & Davidhizar, R. (2002). The Giger and Davidhizar transcultural assessment 
model. Journal of Transcultural Nursing, 13(3), 185-188. doi: 
10.1177/10459602013003004 
Gipson, J.D., Koenig, M.A., & Hindin, M.A. (2008). The effects of unintended 
pregnancy on infant, child, and parental health: a review of the literature. Studies 
in Family Planning, 39(1), 18-38.  
Green, D. C., Gazmararian, J. A., Mahoney, L. D., & Davis, N. A. (2002). Unintended 
pregnancy in a commercially insured population. Maternal and Child Health 




Grossman, D., Fernández, L., Hopkins K, Amastae, J. & Potter, J.E. (2010). Perceptions 
of the safety of oral contraceptives among a predominantly Latina population in 
Texas. Contraception,81(3):254–260. Doi: 10.1016/j.contraception.2009.09.009 
Gurnah, K., Khoshnood, K., Bradley, E., & Yuan, C. (2011). Lost in Translation: 
Reproductive Health Care Experiences of Somali Bantu Women in Hartford, 
Connecticut. Journal of Midwifery & Women's Health, 56(4), 340-346. doi: 
10.1111/j.1542-2011.2011.00028.x 
Guttmacher Institute (2007). Popularity disparity: Attitudes about the IUD in Europe and 
the United States. Guttmacher Policy Review, 10(4). Retrieved from 
http://www.guttmacher.org/pubs/gpr/10/4/gpr100419.html. Accessed October 
2014. 
Guttmacher Institute (2012). Facts on unintended pregnancy in the United States. 
Retrieved from http://www.guttmacher.org/pubs/FB-Unintended-Pregnancy-
US.html. Accessed October 2014.  
Guttmacher Institute (2013). Fact sheet: Contraceptive use in the United States. Retrieved 
from http://www.guttmacher.org/pubs/fb_contr_use.pdf. Accessed October 2014. 
Halpern, V., Lopez, L. M., Grimes, D. A., Stockton, L. L., & Gallo, M. F. (2014). 
Strategies to improve adherence and acceptability of hormonal methods of 
contraception. Cochrane Database of Systematic Reviews, 10, CD004317.  
Hardy, L.K. (2011). Cultural competence and racist attitudes of direct patient care 
registered nurses in a Midwestern state (Doctoral dissertation). Retrieved from 
ProQuest (886777781). 
Harper, C. C., Blum, M., de Bocanegra, H. T., Darney, P.D., Speidel, J. J., Policar, M., & 
Drey, E. (2008). Challenges in translating evidence to practice: The provision of 
intrauterine contraception. Obstetrics & Gynecology, 111(6), 1359-1369. doi: 
10.1097/AOG.0b013e318173fd83 
Harris, P.A., Taylor, R., Thielke, R., Payne, J., Gonzalez, N., & Conde, J. G. (2009). 
Research electronic data capture (REDCap) - A metadata-driven methodology 
and workflow process for providing translational research informatics support, 
Journal of Biomedical Information, 42(2), 377-381. 
Harrison, D. D., & Cooke, C. W. (1988). An elucidation of factors influencing 
physicians' willingness to perform elective female sterilization. Obstetrics & 
Gynecology, 72(4), 565-570.  
Hartmann, B. (2011).  The return of population control: Incentives, targets and the 
backlash against Cairo. Different Takes, 70. Retrieved from 
http://popdev.hampshire.edu/sites/default/files/uploads/u4763/DT%2070%20Hart




Heitzler, E. T. (2011). Enhancing the cultural competence of women’s health nurses via 
online continuing education (Doctoral dissertation). Retrieved from: 
http://digitalcommons.library.unlv.edu/thesesdissertations/913 
Heitzler, E. T. (2012). An Innovative Approach to Increasing the Cultural Competence of 
Nurses Who Care for Childbearing Women and Newborns. JOGNN: Journal of 
Obstetric, Gynecologic & Neonatal Nursing, 41, S161-S161. doi: 10.1111/j.1552-
6909.2012.01362 
Higgins, J. A. (2014). Celebration meets caution: LARC's boons, potential busts, and the 
benefits of a reproductive justice approach. Contraception, 89(4), 237-241. doi: 
10.1016/j.contraception.2014.01.027 
Hill, N., Hunt, E., & Hyrkas, K. (2012). Somali immigrant women's health care 
experiences and beliefs regarding pregnancy and birth in the United States. 
Journal of Transcultural Nursing, 23(1), 72-81. doi: 10.1177/1043659611423828 
 Horn, M. & Mosher, W.D. (1984). Use of services for family planning and infertility: 
United States, 1982. Advance Data No. 103, December 20, 1984. Hyattsville, 
MD: National Center for Health Statistics.  
Humes, K.R.,  Jones, N. A., & Ramirez, R.R. (2011).  Overview of race and Hispanic 
origin: 2010: 2010 Census Briefs. Retrieved from: 
https://www.census.gov/prod/cen2010/briefs/c2010br-02.pdf. Accessed October 
2014.  
Isaacson, M. (2014). Clarifying concepts: Cultural humility or competency. Journal of 
Professional Nursing, 30(3), 251-258. doi: 10.1016/j.profnurs.2013.09.011 
Jick, S. S., Kaye, J. A., Russmann, S., Jick, H. (2006). Risk of nonfatal venous 
thromboembolism in women using a contraceptive transdermal patch and oral 
contraceptives containing norgestimate and 35 μg of ethinyl estradiol. 
Contraception, 73(3), 223-228. doi: 10.1016/j.contraception.2006.01.001 
Johnson, J.P.,  Lenartowicz, T., & Apud, S. (2006). Cross-cultural competence in 
international business: toward a definition and model. Journal of International 
Business Studies, 37, 525-543. doi:10.1057/palgrave.jibs.8400205 
Jones, M. E., Cason, C. L., & Bond, M. L. (2004). Cultural attitudes, knowledge, and 
skills of a health workforce. Journal of Transcultural Nursing, 15(4), 283-290. 
doi: 10.1177/104365960426896615/4/283 [pii] 
Jones J., Mosher, W.D., & Daniels, K.(2012). Current contraceptive use in the United 
States, 2006-2010, and changes in patterns of use since 1995. National Health 




Kaiser Family Foundation. (2014). The coverage gap: Uninsured poor adults in states that 
do not expand Medicaid. Retrieved from: http://kff.org/health-reform/issue-
brief/the-coverage-gap-uninsured-poor-adults-in-states-that-do-not-expand-
medicaid/ 
Kohn, J.E., Hacker, J.G., Rousselle, M.A., & Gold, M. (2012). Knowledge and likelihood 
to recommend intrauterine devices for adolescents among school-based health 
center providers. Journal of Adolescent Health, 51, 319-324. doi: 
10.1016/j.jadohealth.2011.12.024 
Kooiker, C.H. & Scutchfield, F.D. (1990). Barriers to prescribing the Copper T 380A 
intrauterine device by physicians. Western Journal of Medicine,153, 279–82. 
Koren, A. & Mawn,B. (2010). The context of unintended pregnancy among married 
women in the USA. Journal of Family Planning and Reproductive Health Care, 
36(3), 150-158.  
Krentzman, A. R., & Townsend, A. L. (2008). Review of multidisciplinary measures of 
cultural competence for use in social work education [Article]. Journal of Social 
Work Education, 44(2), 7-31. 
Larson, M. R. (2000). Social desirability and self-reported weight and height. 
International Journal of Obesity and Related Metabolic Disorders : Journal of 
the International Association for the Study of Obesity, 24(5), 663-665. doi: 
10.1038/sj.ijo.0801233 
Lawrence, R.E., Raskinski, K.A., Yoon, J.D., Curlin, F.A. (2011). Factors influencing 
physicians’ advice about female sterilization in USA: A national survey. Human 
Reproduction, 26(1), 106-111. doi:10.1093/humrep/deq289 
Leininger, M. (1991). Transcultural nursing goals and challenges for 1991 and beyond. 
Journal of Transcultural Nursing, 2(2), 1-2.  
Leininger, M. (2002). Culture care theory: A major contribution to advance transcultural 
nursing knowledge and practices. Journal of Transcultural Nursing, 13(3), 189-
192. doi: 10.1177/10459602013003005 
Leone, J.M., Lane, S.D., Koumans, E.H., DeMott, K., Wotjowycz, M.A., Jensen, J., 
Aubry, R.H.   (2010). Effects of intimate partner violence onpregnancy trauma 
and placental abruption. Journal of Women’s Health, 19(8), 1501-1509.  doi: 
10.1089/jwh.2009.1716 
Lipton-Lubet, S. (2014). Contraceptive coverage under the Affordable Care Act: Dueling 
narratives and their policy implications. Journal of Gender, Social Policy, and 




Loo, R. and Thorpe, K. 2000. Confirmatory factor analyses of the full and short versions 
of the Marlowe-Crowne Social Desirability Scale. Journal of Social Psychology, 
140(5):628-635. 
Loo, R.  & Loewen,P. (2004). Confirmatory factor analyses of scores from full and short 
versions of the Marlowe-Crowne social desirability scale. Journal of Applied 
Social Psychology, 34(11), 2343-2352.  
Lori, J. R., Yi, C. H., & Martyn, K. K. (2011). Provider characteristics desired by African 
American women in prenatal care. Journal of Transcultural Nursing, 22(1), 71-
76. doi: 10.1177/1043659610387149 
Madden, T. Allsworth, J.E., Hladky, K.J., Secura, G.M., & Peipiert, J. F. (2011). 
Intrauterine contraception in Saint Louis: A survey of obstetrician and 
gynecologists' knowledge and attitudes. Contraception, 81, 112-116. doi: 
10.1016/j.contraception.2009.08.002 
Marra, J., Covassin, T., Shingles, R.R., Canady, R.B., Mackowiak, T. (2010). Assessment 
of Certified Athletic Trainers’ levels of cultural competence in the delivery of 
health care. Journal of Athletic Training, 45 (4), 380-385.  
Maxson, P.  & Miranda, M.L., (2011). Pregnancy intention, demographic differences, and 
psychosocial health. Journal of Women’s Health, 20(8), 2115-1223. doi: 
10.1089/jwh.2010.2379 
McCallister, G. & Irvine,J.J. (2000). Cross cultural competency and multicultural teacher 
education. Review of Educational Research, 70(3), 3-24. doi: 
10.3102/00346543070001003 
McHenry, D. M. (2007). A growing challenge: patient education in a diverse America. 
Journal of Nurses Staff Development, 23(2), 83-88. doi: 
10.1097/01.nnd.0000266616.01187.75 
McKinlay, J., Link, C., Marceau, L., O'Donnell, A., Arber, S., Adams, A., & Lutfey, K. 
(2006). How do doctors in different countries manage the same patient? Results 
of a factorial experiment. Health Services Research, 41(6), 2182-2200. doi: 
HESR595 [pii] 10.1111/j.1475-6773.2006.00595.x 
McKinlay, J., Link, C., Marceau, L., O'Donnell, A., Arber, S., Adams, A., & Lutfey, K. 
(2006). How do doctors in different countries manage the same patient? Results 
of a factorial experiment. Health Services Research, 41(6), 2182-2200. doi: 
HESR595 [pii] 10.1111/j.1475-6773.2006.00595.x 
McKinlay, J. B., Link, C. L., Freund, K. M., Marceau, L. D., O'Donnell, A. B., & Lutfey, 
K. L. (2007). Sources of variation in physician adherence with clinical guidelines: 
results from a factorial experiment. Journal of General Internal Medicine, 22(3), 




Miller, G.E. (1990). The assessment of clinical skills/competence/performance. Academic 
Medicine, 65(9S), S63-S67.  
Miller, A.R., (2011). The effects of motherhood timing on career path. Journal of 
Population Economics, 24, 1071-1100. doi: 10.1007/s00148-009-0296-x  
Monea, E. & Thomas, A. (2011). Unintended pregnancy and taxpayer spending. 
Perspectives on Sexual and Reproductive Health, 43(2), 88-93. doi: 
10.1363/4308811  
Mosher, W.D. & Bachrach, C. A. (1986). Contraceptive use, United States, 1980. Vital 
and Health Statistics.Series 23, No. 12. DHHS Pub. No. (PHS) 86–1 988. Public 
Health Service. Washington. U.S. Government Printing Office, Sept. 1986. 
Mosher, W.D. & Jones, J. (2010). Use of contraception in the United States: 1982 – 2008. 
Vital and Health Statistics, 23(29).  
Mosher, W.D. & Pratt.W. (1990). Use of Contraception and Family Planning Services in 
the United States, 1988. American Journal of Public Health 90(9): 1132-1133. 
Mosher, W.D., Deang, L.P., & Bramlett, M.D. (2003). Community environment and 
women’s health outcomes: Contextual data. National Center for Health Statistics. 
Vital and Health Statistics, 23(23).  
Mosher,W.D., Jones, J., & Abma, J.C. (2012). Intended and unintended births in the 
United States: 1982–2010. National Health Statistics Reports No. 55. Hyattsville, 
MD: National Center for Health Statistics.  
Munson, M. (1977). Wanted and unwanted births reported by mothers 15-44 years of 
age: United States, 1973. Advance Data No. 9. Hyattsville, MD: National Center 
for Health Statistics, August 10, 1977. 
National Center for Cultural Competence (2013). Cultural competence: definition and 
framework. Retrieved from 
http://nccc.georgetown.edu/foundations/frameworks.html#ccdefinition. Accessed 
October 2014.  
National Certification Corporation (2013). About NCC. Retrieved from 
http://www.nccwebsite.org/about-ncc.aspx. Accessed October 2014.  
Nelson, A. (2010). DMPA: Battered and bruised but still needed and used in the USA. 
Expert Review of Obstetrics and Gynecology, 5(6), 673-686. doi: 
10.1586/eog.10.60 
Nelson, J.A., & O’Brien, M. (2012). Does an unplanned pregnancy have long-term 
implications for mother-child relationships? Journal of Family Issues, 33, 506-




Noble, L. M., Noble, A., & Hand, I. L. (2009). Cultural competence of healthcare 
professionals caring for breastfeeding mothers in urban areas. Breastfeeding 
Medicine, 4(4), 221-224. doi: 10.1089/bfm.2009.0020 
Notzon, F. (1977). Utilization of family planning services by currently married women 
15-44 years of age: United States, 1973. Vital and Health Statistics, Series 23, 
Number 1, November 1977. 
Office of Minority Health (2001). National standards for culturally and linguistically 
appropriate services in health care: Executive summary (Contract No: 282-99- 
0039). Retrieved from http://minorityhealth.hhs.gov/assets/pdf/checked/executive 
.pdf. Accessed October 2014.  
Office of Minority Health. (2007). Culturally competent nursing care: A cornerstone for 
caring. Retrieved from https://ccnm.thinkculturalhealth.org. Accessed March 
2012. 
Office of Minority Health (2013a). What is cultural competency? Retrieved from 
http://minorityhealth.hhs.gov/templates/browse.aspx?lvl=2&lvlID=11. Accessed 
March 2012.  
Office of Minority Health (2013b). Culturally competent nursing care: A cornerstone of 
caring.  Retrieved from https://ccnm.thinkculturalhealth.hhs.gov/. Accessed 
October 2014.  
O’Neil-Callahan, M, Peipert, J., Zhao, Q., Madden, T., & Secura, G. (2013). Twenty-
four–month continuation of reversible contraception. Obstetrics & Gynecology, 
122(5), 1083-1091. doi: 10.1097/AOG.0b013e3182a91f45 
Pacquioa, D. F. (2008). Cultural competence in ethical decision making. In Andrews, 
M.M. & Boyle, J.S. (Eds). Transcultural Concepts in Nursing Care. Philadelphia: 
Wolters Kluwer Health /Lippincott. 
Pavlish, C. L., Noor, S., & Brandt, J. (2010). Somali immigrant women and the American 
health care system: Discordant beliefs, divergent expectations, and silent worries. 
Journal of Social Science and Medicine, 71, 353-361. doi: 
10.1016/j.socscimed.2010.04.010 
Plaud, J. J., Gaither, G. A., & Weller, L. A. (1998). Gender differences in the sexual 
rating of words. Journal of sex & marital therapy, 24(1), 13-19. 
10.1080/00926239808414664 
Porter C. & Barbee E. (2004). Race and Racism in Nursing Research: Past, Present, and 




Pratt, W.F., & Horn, M. (1985). Wanted and unwanted childbearing in the United States: 
1973 to 1982. Advance Data No. 108. Hyattsville, MD: National Center for 
Health Statistics.  
Pulley, L., Klerman, L.V., Tang, H., & Baker, B.A. (2002). The extent of pregnancy 
mistiming and its association with maternal characteristics and behaviors and 
pregnancy outcomes. Perspectives in Sexual and Reproductive Health 34(4):206–
11.  
Purnell, L. (2002). The Purnell Model for Cultural Competence. Journal of Transcultural 
Nursing, 13(3), 193-196; discussion 200-191.  
Randall, D.M. & Fernandes, M.F. (1990). The social desirability response bias in ethics 
research: Its impact and measurement. Academic Management Proceedings, 337-
341. doi: 10.5465/AMBPP.1990.4980194 
Rathore, S. S., Ketcham, J. D., Alexander, G. C., & Epstein, A. J. (2009). Influence of 
patient race on physician prescribing decisions: a randomized on-line experiment. 
Journal of General and Internal Medicine, 24(11), 1183-1191. doi: 
10.1007/s11606-009-1077-7 
Raymond, E.G.,  & Grimes, D.A. (2012). The comparative safety of legal induced 
abortion and childbirth in the United States. Obstetrics & Gynecology, 119(2), 
215-219. doi: 10.1097/AOG.0b013e31823fe923 
Reynolds, W. M. (1982). Development of reliable and valid short forms of the Marlowe-
Crowne Social Desirability scale. Journal of Clinical Psychology,38, 119-125. 
Reynolds, K.E., & Magnan, M.A. (2005). Nursing attitudes and beliefs toward human 
sexuality. Clinical Nurse Specialist, 19(5), 255-259.  
Robb, M. (2014). National survey assessing perceived multicultural competence in art 
therapy graduate students. Art Therapy: Journal of the Art Therapy Association, 
31(1), 21-27. doi:    10.1080/07421656.2014.873691 
Roberts, D. (2000). The pill at 40--a new look at a familiar method. Black women and the 
pill. Family Planning Perspectives, 32(2), 92-93.  
Robinson, G.E., Stotland, N.L., Russo, N.F., Lang, G.A. & Occhiogrosso, M. (2009). Is 
there an “Abortion Trauma Syndrome?” Critiquing the evidence. Harvard Review 
of Psychiatry, 14(4), 268-290. doi: 10.1080/10673220903149119 
Rocca, C.H. & Harper,C.C. (2012). Do racial and ethnic differences in contraceptive 
attitudes and knowledge explain disparities in method use? Perspectives on 




Rooda, L. A. (1993). Knowledge and attitudes of nurses toward culturally different 
patients: implications for nursing education. Journal of Nursing Education, 32(5), 
209-213.  
Rubin, S. E., Fletcher, J., Stein, T., Gold, M., & Segal-Gutierrez, P. (2010). Underuse of 
the IUD in contraceptive care and training. Family Medicine, 42(6), 387-388.  
Rubin, S. E., Fletcher, J., Stein, T., Segal-Gutierrez, P., & Gold, M. (2011). Determinants 
of intrauterine contraception provision among US family physicians: a national 
survey of knowledge, attitudes and practice. Contraception, 83, 472-478. doi: 
10.1016/j.contraception.2010.10.003 
Santelli, J.S., Lindberg, L.D., Orr, M.G., Finer, L.B. & Speizer,I. (2009). Towards a 
multidimensional measure of pregnancy intentions: Evidence from the United 
States. Studies in Family Planning, 40(2), 87-100. Retrieved from 
http://www.jstor.org/stable/25593945. Accessed October 2014.  
Schim SM, Doorenbos AZ, Miller JE, Benkert R. (2003). Development of a cultural 
competence assessment instrument. Journal of Nursing Measurement. 11, 29–40. 
PMID: 15132010. 
Schim, S. M., Doorenbos, A. Z., Benkert, R., & Miller, J. (2004). Development of a 
cultural competence assessment instrument. Journal of Nursing Measurement, 
11(1), 29-40. doi: 10.1891/jnum.11.1.29.52062  PMID: 15132010. 
Schim, S. M., Doorenbos, A. Z., & Borse, N. N. (2005). Cultural competence among 
Ontario and Michigan healthcare providers. Journal of Nursing Scholarship, 4th 
Quarter; 37(4): 354-60. doi: 10.1111/j.1547-5069.2005.00061.x   
Schim, S. M., Doorenbos, A. Z., Benkert, R., & Miller, J. (2007). Culturally-congruent 
care: Putting the puzzle together. Journal of Transcultural Nursing, 18(2), 103-
110. doi: 10.1177/1043659606298613  
Schulman, K. A., Berlin, J. A., Harless, W., Kerner, J. F., Sistrunk, S., Gersh, B. J., . . . 
Escarce, J. J. (1999). The effect of race and sex on physicians' recommendations 
for cardiac catheterization. New England Journal of Medicine, 340(8), 618-626. 
doi: 10.1056/NEJM199902253400806 
Shaha, M. (1998). Racism and its Implications in Ethical-Moral Reasoning in Nursing 
Practice: a tentative approach to a largely unexplored topic. Nursing Ethics, 5(2), 
139-146. doi: 10.1177/096973309800500205 
Shapiro, T. M., Fisher, W., & Diana, A. (1983). Family planning and female sterilization 





Sidney, S.,  Cheetham, T. C., Connell, F. A., Ouellett-Hellstron, R., Graham, D. J., Davis, 
D., … Cooper, W.O. (2013). Recent combined hormonal contraceptives (CHCs) 
and the risk of thromboembolism and other cardiovascular events in new users. 
Contraception, 87(1), 93-100. doi: 10.1016/j.contraception.2012.09.015 
Simpson, J.L. & Carter, K. (2008). Muslim women’s experiences with health care 
providers in a rural area of the United States. Journal of Transcultural Nursing, 
19, 16-23. doi: 10.1177/1043659607309146 
Singh, S., Sedgh, G., & Hussain,R. (2010). Unintended pregnancy: Worldwide levels, 
trends, and outcomes. Studies in Family Planning, 41(4), 241-250. Retrieved from 
http://www.jstor.org/stable/27896274 
Smith, S. A. (2012). Nurse Competence: A Concept Analysis. International Journal of 
Nursing Knowledge, 23(3), 172-182. doi: 10.1111/j.2047-3095.2012.01225.x 
Smedley BD, Stith AY, Nelson R, eds. (2002). Unequal Treatment: Confronting Racial 
and Ethnic Disparities in Health Care. Washington, DC: Institute of Medicine, 
National Academies Press. 
Stanwood, N.L., Garrett, J.M., & Konrad, T.R. (2002). Obstetrician-gynecologists and 
the intrauterine device: a survey of attitudes and practice. Obstetrics & 
Gynecology, 99, 275–80. 
Star, S. & Wallace, D.C. (2009). Self-reported cultural competence of public health 
nurses in a southeastern U.S. public health department. Public Health Nursing, 
26(1), 48-57. 
Star, S. & Wallace, D.C. (2011). Client perceptions of cultural competence of 
community-based nurses. Journal of Community Health Nursing, 28, 57–69. doi: 
10.1080/07370016.2011.564057 
Stephen, E. H., Rindfuss, R. R., & Bean, F. D. (1988). Racial differences in contraceptive 
choice: complexity and implications. Demography, 25(1), 53-70.  
Strahan, R. & Gerbasi, K.C. (1972). Short, homogenous versions of the Marlowe-Crowne 
social desirability scale. Journal of Clinical Psychology, 28, 191-193. 
Sonfield,A.,  Kost,K,  Gold, R.B., & Finer, L.B. (2011). The public costs of births 
resulting from unintended pregnancies: National and state level estimates. 
Perspectives on Sexual and Reproductive Health, 43(2), 94-102. doi: 
10.1363/4309411 
Su, J.H. (2012). Pregnancy intentions and parents’ psychological well-being. Journal of 




Sue, D.W. (2001). Multidimensional facets of cultural competence. The Counseling 
Psychologist, 29(6), 790-821.  
Tabachnik, B. G. & Fidell, L. S. (2007). Using Multivariate Statistics (5th ed). Boston: 
Pearson.  
Tarnas, R. (1991). The Self-Critique of the Modern Mind. In R. Tarnas, The Postmodern 
Mind (pp. 395-410). New York: Ballantine Books. 
The Joint Commission (2013). Advancing effective communication, cultural competence, 
and patient-and family-centered care. Retrieved from 
http://www.jointcommission.org/Advancing_Effective_Communication/. 
Accessed October 2014. 
Thompson, R.S., Bonomi, A.E., Anderson, M., Reid, R.J., Dimer, J.A., Carrell, D., & 
Rivara F.P. (2006). Intimate Partner Violence: Prevalence, Types, and Chronicity 
in Adult Women. American Journal of Preventive Medicine, 30(6), 447-457. 
doi:10.1016/j.amepre.2006.01.016 
Thorburn, S., & Bogart, L. M. (2005). African American women and family planning 
services: perceptions of discrimination. Women’s Health, 42(1), 23-39.  
Tillett, J. (2010). Nurses and bias: providing better care with respect and understanding. 
Journal of Perinatal and Neonatal Nursing, 24(1), 2-4. doi: 
10.1097/JPN.0b013e3181cb4ef100005237-201001000-00002 [pii] 
Tjaden, P., & Thoennes, N. (2000). Full report of the prevalence, incidence, and 
consequences of violence against women: Findings from the National Violence 
Against Women Survey. Washington, DC: United States Department of Justice, 
71. 
Trussell J. (2011). Contraceptive failure in the United States. Contraception, 83(5), 397-
404. doi: 10.1016/j.contraception.2011.01.021  
United States Department of Health and Human Services, Healthy People 2020. (2011, 
June 29). Disparities: Overview. Retrieved from  
http://www.healthypeople.gov/2020/about/disparitiesAbout.aspx. Accessed 
October 2014. 
United States Census Bureau. (2007). State Rankings - Statistical Abstract of the United 
States: Persons below poverty level, 2007. Retrieved from 
http://www.census.gov/statab/ranks/rank34.html. Accessed October 2014. 
Uscher-Pines, L. & Nelson, D.B. (2010). Neighborhood and individual-level violence and 
unintended pregnancy. Journal of Urban Health: Bulletin of the New York 




U.S. Department of Health and Human Services, Health Resources and Services 
Administration, National Center for Health Workforce Analysis. (2014). Highlights 
from the 2012 National Sample Survey of Nurse Practitioners. Rockville, Maryland. 
van de Mortel, TF (2008). Faking it: social desirability response bias in self-report 
research, Australian Journal of Advanced Nursing, 25 (4), 40-48. Retrieved from 
http://www.ajan.com.au/ajan_25.4.html. Accessed October 2014. 
van den Heuvel, M. W., van Bragt, A., J., M., Alnabawy, A. K. M., Kaptein, M. C., J. 
(2005). Comparison of ethinylestradiol pharmacokinetics in three hormonal 
contraceptive formulations: the vaginal ring, the transdermal patch and an oral 
contraceptive. Contraception, 72(3), 168-174. doi: 
10.1016/j.contraception.2005.03.005 
van Ryn, M., & Heaney, C. A. (1997). Developing effective helping relationships in 
health education practice. Health Education Behavior, 24(6), 683-702.  
Vaughan, B, Trussell, J.,  Menken, J., & Jones, E. (1977). Contraceptive failure among 
married women in the United States, 1970-1973. Family Planning Perspectives 
9(6): 251-258. 
Ventura, SJ, Mosher, W.D., Curtin, S.C., Abma, J.C., & Henshaw, S. (2000). Trends in 
pregnancies and pregnancy rates by outcome: Estimates for the United States, 
1976–96 . National Center for Health Statistics. Vital Health Stat 21(56). 
Wilder, V., Bromfield, G., deFiebre, G., and Prine, L. (2014). Disparities in contraceptive 
care. Journal of Health Care for the Poor and Underserved, 25(2): 451-459. doi: 
0.1353/hpu.2014.0088 
Weller, R. & Hobbs, F. (1978). Unwanted and mistimed births in the United States: 
1968-1973. Family Planning Perspectives,10(3): 168-172. 
 Williams, L.B. & Pratt, W.F. (1990). Wanted and unwanted childbearing in the United 
States: 1973-1988. Advance Data from Vital and Health Statistics, No. 189. 
Hyattsville, MD: National Center for Health Statistics. 
Wilson-Stronks, A., Lee, K.K., Cordero, C.L., Kopp, A.L., & Galvez E.(2008).  One size 
does not fit all: Meeting the health care needs of diverse populations. Oakbrook 
Terrace, IL: The Joint Commission. 
Woo, J. K., Ghorayeb, S. H., Lee, C. K., Sangha, H., & Richter, S. (2004). Effect of 
patient socioeconomic status on perceptions of first- and second-year medical 





Worthington, R.L., Mobley, M., Franks, R.P., & Tan, J.A. (2000). Multicultural 
counseling competencies: Verbal content, counselor attributions, and social 
desirability. Journal of Counseling Psychology, 47(4), 460-468. doi: 
10.1037//0022-0167.47.4.460 
Wu, J., Meldrum, S., Dozier, A., Stanwood, N., & Fiscella, K. (2008). Contraceptive 
nonuse among US women at risk for unplanned pregnancy. Contraception, 78(4), 
284-289. doi: S0010-7824(08)00323-5 [pii] 10.1016/j.contraception.2008.04.124 
Zerbe W. J.. & Paulhaus, D.L. (1987). Socially desirable responding in organizational 
behavior, a reconstruction. The Academy of Management Review, 12(2), 250-264. 
Zook, A. & Sipps, G.J. (1985). Cross-validation of a short form of the Marlowe-Crowne 






















Thank you for taking the time to complete this survey' You must be a licensed NP or CNM to participate. Questions 






Do you currently have prescriptive authority? DYes 
ONo 
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Thank you for taking the time to complete this survey' You must have prescriptive authority to participate. Questions 






Do you currently conduct contraceptive counseling as 
part of your practice? 
D Yes 
O No 







Thank you for taking the time to complete this survey' You must currently conduct contraceptive counseling as part 
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Consent Form 
Please read the following: You are being asked to be In this research study because you are a qualified nurse 
practitioner (NP) or certified nurse midwife (CNM) who engages in contraceptive counseling. If you join the study, 
you will view a video vignette, answer questions about your contraceptive recommendations for the woman you saw 
in the video. and complete surveys about your practice, decision-making style, and personal characteristics. This 
study is designed to learn more about NP/CNM contraceptive recommendations and practice patterns. There are no 
serious expected risks to participants in this study. You may feel uneasy about answering some of the questions. but 
this should be minimal. There may be risks the researchers have not considered. Every effort will be made to protect 
your privacy and confidentiality. The researchers will not be able to identify your responses in any way. Your 
responses are anonymous. You have a choice about being In this study. You do not have to participate. You will be 
given an opportunity to enter in to a drawing to win one of two (2) iPad minis should you choose to do so. Your 
contact Information for the drawing will not be linked to your survey responses. Your responses are anonymous. If 
you have questions. you can contact Carrie Murray at 973-464·1758 or carrie.murray@ucdenver.edu at any time. 
You may have questions about your rights as a participant In this study. If you have questions. you can call the 
Colorado Multiple Institutional Review Board (COMIRB • the responsible Institutional Review Board). Their number is 
(303) 724-1055. By completing this survey, you are agreeing to participate in this research study. Please make a 
selection prior to continuing. 
0 I agree to participate in this research study 






Thank you for taking the time to complete this survey! Questions can be directed to Carrie Murray at 









Please view the following video by cutting and pasting the link In to your browser. The video depicts a woman 
seeking contraceptive counseling. Please note that the patient In the video refers to her health care provider as 
"doctor." For the purposes of this study, please ignore references to the term "doctor" and assume you are her health 








How likely are you to recommend (Rec) the following contraceptive method(s) to the patient 
you just viewed in the video? 
Strongly Rec Against Somewhat Neither Rec Somewhat Rec For Strongly 
Rec Against Rec Against roror Rec For Rec For 
Barrier method (condoms, 0 0 0 ~St 0 0 0 
diaphragm) 
Oral contraceptive pills 0 0 0 0 0 0 0 
Vaginal Ring 0 0 0 0 0 0 0 
Contraceptive Patch 0 0 0 0 0 0 0 
Oepo-medroxyprogesterone 0 0 0 0 0 0 0 
acetate 
Implantable contraceptives 0 0 0 0 0 0 0 
Intrauterine contraceptives 0 0 0 0 0 0 0 
Sterilization (male or female) 0 0 0 0 0 0 0 
How likely do you think it is that this patient will continue using any contraceptive method as prescribed for a full 
year? 






Page ll of24 
In the past 12 months, which of the following racial/ethnic groups have you encountered among your clients and 
their families or within the health care environment or workplace? Mark all that apply. 
D Hispanic/latino (including Mexican, Mexican American. Chicano, Puerto Rican, Cuban, other Spanish) 
D White/Caucasian/European American 
D Black/African American/Negro 
D American Indian/Alaska Native 
D Asian (Asian Indian, Chinese, Filipino, japanese, Korean, Vietnamese, or other Asian) 
D Native Hawaiian/Pacific Islander 
D Arab American/Middle eastern 
D Other 
If you selected "other" above. please specify the 






In your current env1ronment what percentage of the total population Is made up of people from these rac1al/ethnlc 
groups? Type In percents to add to 100% in the fields below. 
H1spaniC/latino (including Mexican, Mexican American, 
Chicano, Puerto Rican. Cuban, other Spanish) 
White/Caucasian/European American 
Black/African American/Negro 
American Indian/Alaska Native 
Asian (Asian Indian. Chinese. Filipino. japanese. 
Korean, Vietnamese. or other Asian) 
Native Hawaiian/Pacific Islander 
Arab American/Middle Eastern 
All other groups combined 





Page lJ of24 
In the past 12 months which of the following special population groups have you encountered among your clients 
and their families or within the health care environment or workplace? Check all that apply. 
D Mentally or emotionally Ill 
D Physically Challenged/Disabled 
D Homeless/Housing Insecure 
D Substance Abusers/Alcoholics 
D Gay, Lesbian, Bisexual, or Transgender 
D Different religious/spiritual backgrounds 
D Other (specify below) 
If you selected "other" above, please enter a name 






In your current env1ronment what percentage of the total population Is made up of people from these spec1al 
population groups? 
.,Write in percents; may not total lOO%** 




Gay, Lesbian. Bisexual, or Transgender 






Overall. how competent do you feel working with people who are from cultures different than your own? 
0 Very competent 
0 Somewhat competent 
0 Neither competent nor incompetent 
0 Somewhat Incompetent 
0 Very Incompetent 







For each of the following statements, select the response that best describes how you feel 
about the statement. 
Strongly Agree SomewhO Neutral Somewha Disagree Strongly No 
Agree tAgree t Disagree Disagree Opinion 
Race is the most important 0 0 0 0 0 0 0 0 
factor in determining a person's 
culture. 
People with a common cultural 0 0 0 0 0 0 0 0 
background think and act alike. 
Many aspects of culture 0 0 0 0 0 0 0 0 
Influence health and health care. 
Aspects of culturol diversity 0 0 0 0 0 0 0 0 
need to be assessed for each 
individual, group, and 
organization. 
If I know about a person's 0 0 0 0 0 0 0 0 
culture, I don't need to assess 
their personal preferences for 
health services. 
Spiritually and religious beliefs 0 0 0 0 0 0 0 0 
are important aspects of many 
cultural groups. 
Individual people may Identify 0 0 0 0 0 0 0 0 
with more than one cultural 
2roup. 
anguage barriers are the only 0 0 0 0 0 0 0 0 
ditrlcultles for recent Immigrants 
to the United States. 
1 believe that everyone should 0 0 0 0 0 0 0 0 
be treated with respect no 
matter what their cultural 
heritage. 
I understand that people from 0 0 0 0 0 0 0 0 
different cultures may define the 
concept of "health care" In 
different ways. 
1 think that knowing about 
different cultural groups helps 
0 0 0 0 0 0 0 0 
direct my work with Individuals. 








For each of the following statements check the box that best describes how often you do the 
following. 
Always Very Somewha Often Sometime Few Never Not Sure 
Often torten Times 
I include cultural assessment 0 0 0 0 0 0 0 0 
when 1 do individual or 
organizational evaluations. 
I seek information on cultural 0 0 0 0 0 0 0 0 
needs when I identify new 
people in my work or school. 
I have resource books and other 0 0 0 0 0 0 0 0 
materials available to help me 
learn about people from 
different cultures. 
I use a variety of sources to 0 0 0 0 0 0 0 0 
learn about the cultural heritage 
of other people. 
I ask people to tell me about 0 0 0 0 0 0 0 0 
their own explanations of health 
and illness. 
1 ask people to tell me about 0 0 0 0 0 0 0 0 
their expectations for health 
services. 
I avoid using generalizations to 0 0 0 0 0 0 0 0 
stereotype groups of people. 
I recognize potential barriers to 0 0 0 0 0 0 0 0 
service that might be 
encountered by different people. 
I remove obstacles for people of 0 0 0 0 0 0 0 0 
different cultures when 1 identify 
barriers to services. 
1 remove obstacles for people of 0 0 0 0 0 0 0 0 
different cultures when people 
identify barriers to me. 
1 welcome feedback from clients 0 0 0 0 0 0 0 0 
about how I relate to people 
from different cultures. 
I find ways to adapt my services 0 0 0 0 0 0 0 0 
to individual and group cultural 
preferences. 
I document cultural assessments 0 0 0 0 0 0 0 0 
if 1 provide direct client services. 
I document the adaptations I 0 0 0 0 0 0 0 0 
make with clients if I provide 







Your answers to these last few questions will help us understand responses from different 
kinds of people who complete the survey. ALL answers are strictly confidential . 
Read each Item below and decide whether the statement Is True or False as It pertains to you 
personally. Mark your answers In the True or False box. 
It is sometimes hard for me to 
go on with my work if I am not 
encouraged. 
I sometimes feel resentful when I 
don't get my way. 
On a few occasions. I have given 
up doing something because I 
thought too little of my ability. 
There have been times when 1 
felt like rebelling against people 
in authority even though I knew 
they were right. 
No matter who I'm talking to, I'm 
always a good listener. 
There have been occasions 
when I took advantage of 
someone. 
I'm always willing to admit It 
when I make a mistake. 
1 sometimes try to get even 
rather than forgive and forget. 
I am always courteous, even to 
people who are disagreeable. 
1 have never been irked when 
people expressed Ideas very 
different from my own. 
There have been times when I 
was quite jealous of the good 
fortune others. 
I am sometimes irritated by 
people who ask favors of me. 
I have never deliberately said 























Are you White, Black or African-American, American Indian or Alaskan Native. Asian. Native Hawaiian or other Pacific 
Islander. or some other race? 
D White 
D Black or African-American 
D American Indian or Alaskan Native 
D Asian 
D Native Hawaiian or other Pacific Islander 
D From multiple races 
What Is your age? 
D 18 to 24 
D 25 to 34 
D 35 to 44 
D 45 to 54 
D 55 to 64 
D 65 to 74 






In what state do you live? 






























D New Hampshire 
D New jersey 
D New Mexico 
D NewYorl< 
D North Carolina 





D Rhode Island 
D South Carolina 
















Practice and Education 
What Is your primary specialty? 
0 Certified Nurse Midwife 
0 Women's Health NP 
0 Adult NP 
0 Family NP 
0 Pediatric NP 
0 Other 
Please enter your specialty here. 
How many years have you been practicing as an NP or CNM? 
0 less than a year 
0 1-5 years 
0 5-10 years 
0 10·15 years 
0 15·25 years 
0 25+ years 
What is your highest level of education? 0 High School 
0 Undergraduate/Bachelor degree 
0 Graduate/Master degree 
0 Post-master Certificate 
0 Doctoral (PhD) 
0 Doctoral (DNP) 
0 Doctoral (other) 

















If you have had prior diversity training, which option below best describes it? (Check all that apply) 
D Separate college course for credit 
D Content covered in a college course 
D Professional Conference or Seminar 
D Employer Sponsored Program 
D On-line (computer assisted ) Education 
D Continuing Education Offering 
D Other 
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Drawing 
Thank you for participating In this survey. If you would like to be entered in to a drawing to win one of two I Pad minis. 
please check 'Yes" below. 
D Yes 
DNa 
Please enter your email address below. Winners will be notified via email and will be asked for a mailing address for 
the iPad mini. At the close of the drawing, all contact information for all entrants will be discarded and will not be 
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Study Information and Disclosure 
Thank you for participating In this survey. As you may have deduced from the survey questions, the primary aim of 
this study is to examine the relationship between nurse practitioners' (NP) and certified nurse midwives' (CNMs) 
self·reported cultural competence and contraceptive recommendations for women of varying race/ethnicity and 
socioeconomic status (SES). If you had been explicitly told in the beginning that the aim of the study was related to 
issues of cultural competence. socioeconomic status, and race/ethnicity. this may have introduced bias in to your 
responses and thus the overall suNey results. For this reason, the full purpose is explained now, at the close of the 
survey. 
It is important to address questions related to cultural competence and contraceptive recommendations. as ethnic 
minority women continue to have the highest rates of unintended pregnancy in the United States. This is the major 
rationale for my study question and the impetus for this dissertation. 
If you have any questions on the study design, the background and rationale, or you would like to receive an abstract 
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